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ABSTRACT 
 
dŚŝƐƚŚĞƐŝƐĞǆƉůŽƌĞƐĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂƚƚŝƚƵĚĞƐtoward older 
patients in UK hospital settings. There have been regular and strong 
assertions in the grey literature and the news media that negative attitudes 
toward older patients may contribute to the inequality of healthcare service 
provision and treatment for older patients, compared to younger patients 
(those aged under 65 years), in UK hospital settings. However, much of the 
evidence does not investigate or explore these attitudes using a theoretical 
framework of attitudes outlined in the scientific research literature. This 
thesis comprises three studies. Firstly, a systematic search and review (Study 
1) was undertaken in order to determine how attitudes toward older patients 
had been explored to date in the English-language, scientific research 
literature. Results demonstrated that previous studies had focused on 
attitude measurement rather than exploring the content of attitudes toward 
older patients. In fact, there was little evidence that previous research had 
ever explored these attitudes, despite the number of studies attempting to 
measure them. Furthermore, the review indicated the lack of research 
emanating from UK settings. In Study 2, attitudes toward older patients and 
their care were explored in twenty-five in-depth interviews with medical 
students and doctors in a UK NHS Hospital trust. Data were thematically 
analysed and findings indicated that attitudes toward older patients and their 
care could be conceptualised as: (1) attitudes toward older patients and their 
healthcare needs, and (2) attitudes toward providing care for older patients 
(e.g. the social and organisational barriers and facilitators). Within these two 
domains, the themes, subthemes and nodes, which represent attitude 
content with increasing levels of specificity, are presented. The findings from 
Study 2 mark one of the first attempts in this research area to explore and 
describe the content of attitudes in line with a theoretical framework of 
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attitudes. The final study, Study 3, explored the devaluation and unpopularity 
of the specialty of geriatric medicine as a future career choice in a sample of 
junior doctors. Having identified, in Study 2, that geriatric medicine was not 
highly regarded in a range of doctors and medical students, Study 3 aimed to 
ascertain whether this was due to the organisational and working 
environment or due to older patient-related factors in a recently-qualified 
sample of doctors. The findings indicated that organisational and work-
related factors serve to discourage junior doctors from pursuing geriatric 
medicine, rather than factors related to the older patients treated on geriatric 
wards.  
 
This thesis contributes to the research literature in two main ways. Firstly, 
this thesis outlines the research gaps in the worldwide English-language 
scientific research. Secondly, this thesis presents a conceptualisation of 
doctors ? ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients in a UK 
hospital setting. Importantly, this conceptualisation provides research that is 
relevant to UK settings and is in line with a theoretical framework of attitudes 
that has been identified from the scientific research literature. The strengths 
and limitations of this work are discussed. 
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1. BACKGROUND 
 
1.1 Chapter overview 
This chapter introduces the research area and describes the context of the 
present work. Outstanding gaps in the research literature are identified and 
the motivation for investigating the present research area is given.  The 
chapter concludes by stating the research questions and briefly describing 
how these questions are addressed in the subsequent chapters of this thesis. 
 
1.2 Background to the research topic 
dŚĞǁŽƌůĚ ?Ɛ population is living longer (United Nations, 2009). In the UK, one 
in six of the population are over the age of 65 years, and by 2050, this figure 
is predicted to rise to one in four (Cracknell, 2010). Reductions in population 
mortality and changing fertility levels, a process known as demographic 
transition, have resulted in an older world population (United Nations, 2009). 
The United Nations (2009) have reported that world population ageing is 
ƉĞƌǀĂƐŝǀĞĂŶĚƉƌŽĨŽƵŶĚ ? “ŚĂǀŝŶŐŵĂũŽƌĐŽŶƐĞƋƵĞŶĐĞƐĂŶĚŝŵƉůŝĐations for all 
ĨĂĐĞƚƐŽĨŚƵŵĂŶůŝĨĞ ? ? ? ? ? ?, p. viii). The ageing of the population presents 
both opportunities and challenges for society (United Nations, 2009). 
ŵŽŶŐƐƚƚŚĞĐŚĂůůĞŶŐĞƐ ?ŝŶĚŝǀŝĚƵĂůŶĂƚŝŽŶƐ ?ŚĞĂůƚŚƐǇƐƚĞŵƐŶĞĞĚƚŽĂĚĂƉƚŝŶ
line with the population changes (United Nations, 2009). In the UK, the 
growing number of older people poses many challenges to the providers of 
health and social care services, as well as the public financing of these 
services (Cracknell, 2010).  
 
Older patients, commonly classed as those over the age of 65 years (Age UK, 
2013; Imison, Poteliakhoff, & Thompson, 2012), currently constitute the 
majority of hospital inpatients (Cornwell, Levenson, Sonola, & Poteliakhoff, 
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2012). Patients over the age of 65 years occupy approximately two-thirds of 
UK acute and general NHS hospital beds (Cornwell et al., 2012; Imison et al., 
2012). Furthermore, older patients typically have longer hospital stays and 
are more likely to be readmitted to hospital (Cornwell et al., 2012). A recent 
report by the Royal College of Physicians (RCP, 2012), entitled Hospitals on 
the Edge? The Time for Action, states that hospitals are struggling to meet 
demand for acute care services because they are unprepared and 
unequipped to deal with the older patient population. The report claims that, 
in hospital settings, the UK NHS system  “continues to treat older patients as a 
ƐƵƌƉƌŝƐĞ ?ĂƚďĞƐƚ ?ŽƌƵŶǁĞůĐŽŵĞ ?ĂƚǁŽƌƐƚ ? ?ZW ? ? ? ? ? ?Ɖ  ? ? ? The report 
concludes that the current system of hospital acute care cannot keep pace 
with the demand for clinical services, and, as a result, the system may be on 
the brink of collapse (RCP, 2012). 
 
Despite the large proportion of older patients in hospital settings, there has 
been much debate about the level of service and treatment provision 
delivered to older patients (e.g. Carruthers & Ormondroyd, 2009). The 
ĐƵƌƌĞŶƚŝŶƚĞƌĞƐƚŝŶƚŚĞƋƵĂůŝƚǇŽĨŽůĚĞƌƉĂƚŝĞŶƚƐ ?ŚĞĂůƚŚĐĂƌĞƐĞƌǀŝĐĞ provision 
arguably dates back to 1997 (Black, 2004), when the Observer newspaper ran 
a series of articles highlighƚŝŶŐĐŽŶĐĞƌŶƐĂďŽƵƚŽůĚĞƌƉĂƚŝĞŶƚƐ ?ƚƌĞĂƚŵĞŶƚ in 
hospital ?ďĞŐŝŶŶŝŶŐǁŝƚŚĂƉĞƌƐŽŶĂůĂĐĐŽƵŶƚŽĨĂũŽƵƌŶĂůŝƐƚ ?ƐĞǆƉĞƌŝĞŶĐĞŽĨ
hospital care for his unwell grandmother (Bright, 1997). Considerable public 
interest and response to the articles, led to the launch of an Observer-led 
campaign to promote awareness of the standard of care older patients 
received on general hospital wards. The resulting campaign, Dignity on the 
Ward, ǁĂƐďĂĐŬĞĚďǇ,ĞůƉƚŚĞŐĞĚ ?ƚŚĞZĞůĂƚŝǀĞƐ ?ƐƐŽĐŝĂƚŝŽŶ ?ƚŚĞƌŝƚŝƐŚ
Geriatrics Society, and The Royal College of Nursing (HAS 2000, 1998). As part 
of the campaign, the Observer created a Charter for the Third Age (Durham & 
Bright, 1997), in which it requested a task force to investigate the treatment 
of older patients on hospital wards.  
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The then Secretary of State for Health, Frank Dobson, responded by 
commissioning the HAS 2000 (formerly the Health Advisory Service) to 
investigate the matter further. The resulting report, Not Because They are Old 
 W An Independent Inquiry into the Care of Older People on Acute Wards in 
General Hospitals  ?,^ ? ? ? ? ? ? ? ? ? ? ?ĨŽƵŶĚ “ĞǆĂŵƉůĞƐŽĨƉƌĞũƵĚŝĐĞĚĂƚƚŝƚƵĚ Ɛ
toward older people and their care at almost every level of the service system 
 W ward staff, training establishments, senior managers and representatives of 
ƚŚĞŚĞĂůƚŚĂƵƚŚŽƌŝƚŝĞƐ ? ?Ɖ ? ? ? ? ?dŚĞƌĞƉŽƌƚĂůƐŽĚĞƐĐƌŝďĞĚĞǆĂŵƉůĞƐŽĨĂŐĞŝƐŵ
at the highest levels of the hospital management system. Specifically, the HAS 
2000 (1998) described a chief executive of a large acute trust who believed 
ƚŚĞŚŽƐƉŝƚĂůǁĂƐ “ĐŽŵƉƌŽŵŝƐĞĚ ? ?Ɖ ? ? ? ?ďǇƚŚĞŽůĚĞƌƉĂƚŝĞŶƚƉŽƉƵůĂƚŝŽŶĂŶĚ
that surgical beds should be ring-fenced to protect them from older patients.  
 
Since the independent inquiry into the care of older people on hospital wards 
(HAS 2000, 1998), issues relating to equality of treatment and service 
provision for older patients are often investigated by, or on behalf of, 
governmental organisations (e.g. Carruthers & Ormondroyd, 2009; Hansard, 
2008; Hansard, 2011), and not-for-profit organisations and interest groups 
(e.g. Grattan et al., 2002; Levenson, 2003). The publication of findings are 
often followed by reports in the news media, which are typically highly critical 
of NHS hospital care for older patients (e.g. ,ŽƐƉŝƚĂůƐůĂŵďĂƐƚĞĚĨŽƌ ‘ĂůĂƌŵŝŶŐ ?
treatment of older people, The Guardian, 2011; Hospitals are 'very bad places' 
for millions of older people, NHS chair says, Telegraph, 2013). Issues relating 
to older patient care are still commonly part of the public dialogue to the 
extent that KůŝǀĞƌ ? ? ? ? ? ?ƐƵŐŐĞƐƚƐǁĞƌŝƐŬ “ĚĞĂƚŚďǇĂǁĂƌĞŶĞƐƐ ? ?Ɖ ?231), in 
which the repeated reporting of the same issues raise awareness but still fail 
to address the underlying problems.  
 
Attempts to improve the quality of older patient care have been made since 
the publication of the HAS 2000 report (1998). In 2001, the Department of 
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Health in England introduced the National Service Framework for Older 
People, which outlined a ten-year plan of action to provide higher quality 
health and social services for older patients. The framework detailed eight 
standards, intended to serve as the fundamental principles of care for older 
ƉĞŽƉůĞ ?ĂŶĚůŝƐƚĞĚ “rooting out age discrimination ? as the first standard 
(National Service Framework for Older People, 2001, p. 16). Age 
discrimination can be defined as behaviour where people are, either directly 
or indirectly, treated unequally on the basis of age (Ray, Sharp, & Abrams, 
2006). As stated by Lievesley, Hayes, Jones Clark and Crosby (2009), age 
ĚŝƐĐƌŝŵŝŶĂƚŝŽŶŝƐ “ĂƐĞƚŽĨĂĐƚŝŽŶƐǁŝƚŚŽƵƚĐŽŵĞƐƚŚĂƚŵĂǇďĞŵĞĂƐƵƌĞĚ ?
ĂƐƐĞƐƐĞĚĂŶĚĐŽŵƉĂƌĞĚ ? ?Ɖ ? ? ? ?/ŶĂƚƚĞŵƉƚƐƚŽŵĞĂƐƵƌĞĂŶĚƋƵĂŶƚŝĨǇƚŚĞ
effects of age discrimination in NHS health and social care, the scientific 
research literature has typically focused on comparing service provision and 
quality for older patients with that offered to younger patients (Lievesley et 
al., 2009).   
 
The scientific and grey research literatures (such as governmental and not-
for-profit organisations) have convincingly reported evidence of age 
discrimination toward older patients in NHS healthcare provision and quality. 
The research literature on this topic is vast and typically reports that older 
patients are underinvestigated and undertreated for a range of health 
conditions in comparison to younger patients (i.e. those under the age of 65 
years) (Lievesley et al., 2009). For example, older patients are less likely to be 
admitted to intensive care or to the resuscitation rooms after trauma injury 
(Grant, Henry, & McNaughton, 2000), and less likely to be admitted to 
hospital after a myocardial infarction than younger patients (Dudley & Burns, 
1992). Older patients are also less likely to receive surgical intervention or 
pharmaceutical drugs to manage heart disease, than younger patients (Bond 
et al., 2003). Additionally, older patients are less likely to be fully investigated, 
or receive chemotherapy or surgery for colorectal cancer (Austin & Russell, 
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2003) and lung cancer (Peake, Thompson, Lowe, & Pearson, 2003) than 
younger patients. It should be noted that some of the research on treatment 
provision does not take into account patient choice, such as those who chose 
not to undergo further treatment, and may therefore inadvertently 
overestimate treatment inequality (Lievesley et al., 2009). Despite this, it can 
be concluded from the scientific research literature that trends indicate 
underinvestigation and undertreatment of older patients in hospital settings 
(Lievesley et al., 2009). 
 
Measuring inequalities in service and treatment provision for older patients 
constitutes a quantification of age discrimination in a manner that does not 
inform the search for why inequality exists or persists. Differential rates of 
treatment and service provision for older patients can indicate the presence 
and extent of age discrimination, but does not address underlying reasons for 
discrimination. In a personal perspective published in The Lancet, Baroness 
EĞƵďĞƌŐĞƌ ? ? ? ? ? ?ĂƌŐƵĞƐƚŚĂƚ “ŝŶƚŚĞh<ĂƚůĞast, we simply see 
discrimination against older people in terms of access to stroke care and 
ŽƚŚĞƌƐĞƌǀŝĐĞƐ ? ?Ɖ ? ? ? ? ? ? ?EĞƵďĞƌŐĞƌ ? ? ? ? ? ?ƉŽŝŶƚƐŽƵƚƚŚĂƚƚŚĞĨĂŝůƵƌĞƚŽ
study the ageing population adequately, as well as the societal adaptations 
needed for the changing population is, in itself, ageist. She also argues that 
ƚŚŝƐŝŐŶŽƌĂŶĐĞŝƐƵŶŝƋƵĞƚŽƚŚĞh<ďĞĐĂƵƐĞ “ŝŶƚŚĞh< ?ƚŚĞƌĞŝƐĂƚƌƵůǇŶĞŐĂƚŝǀĞ
ǀŝĞǁŽĨŽůĚĂŐĞ ? ?Ɖ ? ? ? ? ? ? ?EĞƵďĞƌŐĞƌ ? ? ? ? ? ?ĐŝƚĞƐƚŚĞĞǆĂŵƉůĞŽĨƚŚĞh^ ?
where the study of how to adapt and change society for the ageing 
population has begun in the scientific research literature and compares this 
to the UK, where she argues there has not been a similar level of interest.  
 
The investigation into possible reasons for the differential treatment of older 
patients in NHS settings is mostly confined to the grey research literature (e.g. 
Abraham, 2011; Carruthers and Ormondroyd, 2009). As age discrimination is 
Ă “ŵĂŶŝĨĞƐƚĂƚŝŽŶŽĨĂŐĞŝƐŵ ? ?Grattan et al., 2002, p. 1), recent research has 
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focused on the role of ageism and how it may manifest in healthcare settings. 
ŐĞŝƐŵĐĂŶďĞĚĞĨŝŶĞĚĂƐ “any attitude, action, or institutional structure 
which subordinates a person or group because of age or any assignment of 
roles in society purely on the basis of age" (Traxler, 1980, p. 4). A recent 
investigation into the care of older patients in acute care hospitals, also part 
of the grey research literature, ƌĞƉŽƌƚĞĚĂŶ “ĂůŵŽƐƚƵŶĂŶŝŵŽƵƐǀŝĞǁ
ĞǆƉƌĞƐƐĞĚďǇĂůůƐƚĂĨĨƚŚĂƚƚŚĞĂĐƵƚĞŚŽƐƉŝƚĂůŝƐŶŽƚƚŚĞ ‘ƌŝŐŚƚƉůĂĐĞ ?ĨŽƌƚŚĞ
ŽůĚĞƌƉĂƚŝĞŶƚ ? ?dĂĚĚĞƚĂů ? ? ?011, p. 18). The authors conducted 79 interviews 
with ward staff across four NHS acute hospital trusts and concluded that 
results were indicative of  “ƵŶĚĞƌůǇŝŶŐĂŶĚǁŝĚĞƐƉƌĞĂĚĂŐĞŝƐŵ ? ?Ɖ ? ? ? ? ?, 
because staff placed blame with the older patient rather than with an 
inadequate system.  
 
The recent focus on ageism and ageist attitudes appears to be motivated by 
the pervasiveness of these negative attitudes, despite reductions in levels of 
overt age discrimination in service provision. For example, the 2006 report, A 
New Ambition for Old Age  ?ĞƉĂƌƚŵĞŶƚŽĨ,ĞĂůƚŚ ? ?ƐƚĂƚĞƐ P “ůƚŚŽƵŐŚŽǀĞƌƚ
age discrimination is now uncommon in our care system, there are still deep-
rooted negative attitudes and behaviours towards oldĞƌƉĞŽƉůĞ ? ?p. 2). 
Similarly, a number of reports and policy documents in the grey research 
literature conclude that attitudes toward older patients need to be improved 
(e.g. Carruthers & Ormondroyd, 2009; Levenson, 2003). There have been calls 
ĨŽƌ “ĐŚĂŶŐŝŶŐƚŚĞŽĨƚĞŶŶĞŐĂƚŝǀĞĐƵůƚƵƌĞŽĨĂƚƚŝƚƵĚĞƐ ? ?ĞƉĂƌƚŵĞŶƚŽĨ,ĞĂůƚŚ ?
 ? ? ? ? ?Ɖ ? ? ? ?ƚŚĞŶĞĞĚĨŽƌĂ “ǁŝĚĞƐƉƌĞĂĚƐŚŝĨƚŝŶĂƚƚƚƵĚĞ ?(Abraham, 2011, p. 
10), and  “ƚĂĐŬůŝŶŐĂŐĞŝƐƚĂƚƚŝƚƵĚĞƐ ? ?ĂƌƌƵƚŚĞƌƐ ?KƌŵŽŶĚƌŽǇĚ ? ?  ? ? ?Ɖ ? ? ? ? in
the introduction or conclusion of reports despite providing no empirical 
evidence to support these recommendations (e.g. Carruthers & Ormondroyd, 
2009; Department of Health, 2006).  
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As argued by Oliver (2012), the public dialogue concerning substandard older 
patient care has repeatedly described the same problem. The independent 
inquiry by HAS 2000 (1998) identified ageism at many levels of the health 
service system fifteen years ago, but the narrative today is similar. For 
example, a recent report by the Health Service Ombudsman for England, Care 
and compassion? (Abraham, 2011), included 10 patient stories detailing 
examples of substandard care for older patients. Abraham (2011) concluded 
that the  “ĚŝĨĨŝĐƵůƚŝĞƐĞŶĐŽƵŶƚĞƌĞĚďǇƚŚĞƐĞƌǀŝĐĞƵƐĞƌƐĂŶĚƚŚĞŝƌƌĞůĂƚŝǀĞƐ
were not solely a result of illness, but arose from the dismissive attitude of 
staff, a disregard for process and procedure and an apparent indifference of 
E,^ƐƚĂĨĨƚŽĚĞƉůŽƌĂďůĞƐƚĂŶĚĂƌĚƐŽĨĐĂƌĞ ? ?Ɖ ? ? ? ?&ŽůůŽǁŝŶŐƚŚĞƉƵďůŝĐĂƚŝŽŶŽĨ
this report, Michelle Mitchell of the charity Age UK wrote a UK newspaper 
article entitled, Poor treatment of older people in the NHS is an attitude 
problem (The Guardian, 15 February 2011). Whilst it is plausible that attitudes 
of staff are affecting the care of treatment of older patients, we are not any 
clearer in our description of these attitudes than we were fifteen years ago 
after the HAS 2000 (1998) investigation. It is proposed here, that the reasons 
for this are that much of the evidence in the grey literature is anecdotal and 
there has been a lack of investigation in the scientific research literature on 
attitudes towards older patients. This failure to describe and detail attitudes 
toward older patients may underlie why we have not moved on from the 
narrative established over a decade ago. A more detailed and scientific 
conceptualisation of attitudes toward older patients in hospital settings is 
therefore needed. 
 
The scientific research literature on attitudes toward older patients is heavily 
ĚŽŵŝŶĂƚĞĚďǇƐƚƵĚŝĞƐĞǆĂŵŝŶŝŶŐŶƵƌƐĞƐ ?ĂŶĚƐƚƵĚĞŶƚŶƵƌƐĞƐ ?ĂƚƚŝƚƵĚĞƐ ?ďŽƚŚ
in the UK (Higgins, Van Der Riet, Slater, & Peek, 2007; Hope, 1994; McKinlay 
& Cowan, 2003; McKinlay & Cowan 2006; McLafferty, 2007; McLafferty & 
Morrison, 2004) and elsewhere (Courtney, Tong, & Walsh, 2000; Lookinland 
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& Anson, 1995; Mellor, Chew, & Greenhill, 2007). Nursing research on 
attitudes toward older patients has a long history (see Ingham & Fielding 
1985, for a review of the early literature), and therefore, the literature 
predates the recent concerns regarding older patient care in hospital settings 
(e.g. HAS 1998, 2000). Ingham and Fielding (1985) propose that the negative 
portrayal of older patient care described in the book, Sans Everything: A Case 
to Answer (Robb, 1967), instigated a trend to investigate nurses ? attitudes 
toward older patients in hospital settings. Robb (1967) included accounts of 
mistreatment of older patients on hospital wards and accused staff of callous 
treatment, cruelty, and corruption in the care of older people in NHS 
hospitals. The book placed much blame on the nursing staff, and claimed that 
senior hospital managers and doctors did not prevent older patient 
mistreatment (Butler & Drakeford, 2003).  
 
Although the UK nursing research literature on attitudes toward older 
patients dates from the 1980s (e.g. Wells, 1980), there is no similar or 
corresponding body of scientific research on doctors ? attitudes toward older 
patients in the UK. Studies investigating ĚŽĐƚŽƌƐ ?Ăƚƚŝtudes toward older 
patients do exist, but mostly originate from other countries (e.g. Lui & Wong, 
2009; Maxwell & Sullivan, 1980). There is therefore a gap in the research and 
ĂƉƌĞƐƐŝŶŐŶĞĞĚƚŽĞǆĂŵŝŶĞĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients. Given 
the role and responsibility doctors have in the medical diagnosis and 
treatment of all patients, in addition to the reports of unequal treatment 
provision for older patients (Carruthers & Ormondroyd, 2009), it is now 
ŶĞĐĞƐƐĂƌǇƚŽĞǆĂŵŝŶĞĚŽĐƚŽƌƐ ?, anĚƚŚŽƐĞƚƌĂŝŶŝŶŐƚŽďĞĐŽŵĞĚŽĐƚŽƌƐ ? 
(medical students), attitudes toward older patients and their care.  Therefore, 
the present work will focus on ĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?attitudes 
toward older patients in UK hospital settings. 
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Despite the lack of studies ŝŶǀĞƐƚŝŐĂƚŝŶŐĚŽĐƚŽƌƐ ?attitudes toward older 
patients, there are a number of studies in the scientific research literature 
which investigate ŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients (e.g. 
Duke, Cohen, & Novack, 2009; Hughes et al., 2008). This research most 
commonly originates from the USA, but serves as a useful starting point for 
the present work. The question of whether American research has relevance 
for the UK context still remains however, and will be considered in the 
subsequent chapters of this thesis. In addition to this, the outstanding issue 
ŽĨŚŽǁƚŽĐŽŶĐĞƉƚƵĂůŝƐĞĚŽĐƚŽƌƐ ? ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ? attitudes toward 
older patients will be addressed.  
 
As a starting point, anecdotal evidence reviewed in the grey research 
literature indicates that doctors may have different attitudes toward older 
patients than other healthcare professionals (Lievesley et al., 2009). After 
reviewing reports and documents from governmental and not-for-profit 
organisations, regarding quality of care and treatment for older patients, 
Lievesley et al. (2009) concluded: 
 “dŚĞƌĞŝƐĞǀŝĚĞŶĐĞŽĨƚŚĞƉƌĞƐĞŶĐĞŽĨĂŐĞŝƐƚĂƚƚŝƚƵĚĞƐĂŵŽŶŐ
medical staff in secondary health care with indications that 
doctors may be more ageist than other staff. There is, however, 
no evidence within the UK of the reasons for these attitudes, 
whether they reflect wider societal views or are peculiar to the 
ŵĞĚŝĐĂůƉƌŽĨĞƐƐŝŽŶ ? ? ?Ɖ ? ? ? ? 
 
To date, the general reporting of attitudes that has become increasingly 
common in reports by public and charitable bodies and the news media, as 
described in this chapter, have typically failed to investigate attitudes in line 
with any theoretical framework underpinned by scientific theory. The study 
of attitudes in general and the development of attitude theory is an 
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important part of social psychology, dating back more than 75 years ago (e.g. 
Allport, 1935). There is much psychological research detailing the structure of 
attitudes, and the possible components of attitudes (e.g. Bagozzi, 1978; Eagly 
& Chaiken, 1993; Rosenberg & Hovland, 1960). Despite the extensive 
psychological research on attitude composition, structure and stability, much 
of the debate on attitudes toward older patients in healthcare settings has 
not been reported in line with any theoretical model of attitudes from the 
scientific literature. 
 
Of the scientific research which exists on attitudes toward older patients, the 
focus has been on the measurement and quantification of attitudes, as 
opposed to exploring the content of the attitudes (i.e. provide a description 
of attitudes). The present work will aim to conceptualise and describe 
attitudes, as opposed to reporting the positive or negative valence of 
attitudes, which arguably has dominated the grey literature and media 
reports on the subject to date. Furthermore, this research will use a 
theoretical framework of attitudes outlined in the scientific research 
literature.  In line with the background literature, described here, which has 
motivated this research, the focus of the present work is to explore medical 
ƐƚƵĚĞŶƚƐ ?ĂŶĚĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐƚŽǁĂƌĚŽůĚĞƌƉĂƚŝĞŶƚƐ in hospital settings (i.e. 
secondary and tertiary care settings). Therefore, doctors working in primary 
care settings (General Practitioners) are not included as they fall outside the 
focus of investigation. The decision to exclude doctors working in primary 
care has been made to allow for clarity and focus in addressing the research 
problem described in this chapter.  Therefore, in this thesis, doctors and 
medical students will refer to those working in secondary- and tertiary-care 
settings. 
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1.3 Research questions 
 ? ?,ŽǁŚĂǀĞŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂŶĚĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients 
been investigated in the scientific research literature to date? 
 
2. ,ŽǁĐĂŶŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂŶĚĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients 
and their care be conceptualised in UK settings? 
 
1.4 Structure of the thesis 
Chapter 2 provides a description of the relevant scientific research on 
attitudes. Specifically it describes the psychological theories underpinning 
attitude structure and composition. A definition of attitudes is provided in 
order to inform the present research.  
 
Chapter 3 presents Study 1: a systematic search and ƌĞǀŝĞǁŽĨĚŽĐƚŽƌƐ ?ĂŶd 
ŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients in the worldwide, English-
language, scientific research literature. This review describes what is known 
about this research area, and how ŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂŶĚĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐ
toward older patients have been investigated previously. Rather than simply 
classifying attitudes as positive or negative, the review classifies the strengths 
and weaknesses, as well as the conclusions, of the existing literature. This will 
allow future exploration of attitudes toward older patients in UK settings to 
benefit from findings from other countries that have already begun to 
address this research area. The review concludes with recommendations of 
how we should explore this research in the UK based on the strengths and 
weaknesses of the existing scientific research literature. 
 
Chapter 4 outlines the theoretical and philosophical background and 
methodological choices made for the second study of this thesis. Study 2 
(attitudes study) consists of an interview study which explores attitudes 
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towards older patients and their care in a sample of doctors and medical 
students. The findings of Study 2 are reported in Chapters 5 and 6. Specifically, 
Chapter 5 describes attitudes toward older patients and their healthcare 
needs, and Chapter 6 describes attitudes toward providing care for older 
patients (specifically, the social and organisational barriers and facilitators). 
Chapter 7 presents the final study, Study 3 (career intentions study), which is 
a qualitative study on the appeal, or lack thereof, of specialising in geriatric 
medicine, as reported by newly-qualified doctors. Finally, the findings of the 
thesis and its strengths and weaknesses are discussed in Chapter 8. 
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2. ATTITUDE THEORY 
 
2.1 Chapter overview 
Attitudes and their investigation are central to the subsequent chapters of 
this thesis. Therefore, this chapter includes a brief summary of how we have 
come to understand, investigate, and measure attitudes. Due to competing 
schools of thought in this area, a brief history of attitude theory is outlined, 
paying particular attention to attitude definition, structure, stability and 
measurement. To provide justification for the theories and positions adopted 
in the subsequent chapters of this thesis, the background to the competing 
theories is also provided. The chapter concludes by describing the central 
tenets of the attitude theory chosen to inform the present work as well as the 
justification for its use. 
 
2.2  Definition of attitudes 
In 1958, Gordon Allport posited that an attitude  “is probably the most 
distinctive and indispensable concept in contemporary American social 
ƉƐǇĐŚŽůŽŐǇ ? (p. 43).  Despite the importance of the attitude concept, its 
definition at this time was still undergoing transformation. One of the first 
attempts to define attitudes in the scientific research literature included an 
examination of 183 books and articles which concluded that there were 23 
different definitions of attitudes as a scientific concept (Nelson, 1939). Nelson 
noted that some definitions of attitudes could not be differentiated from a 
 “habit ? ? “ĚŝƐƉŽƐŝƚŝŽŶ ? ? “ƚĞŶĚĞŶĐǇ ?ŽƌĂŶ “ŽƉŝŶŝŽŶ ? (p. 367) and concluded 
that an accepted definition of attitudes had not yet been reached. In 1963, 
another review on the state of the scientific literature indicated that the 
ĂƚƚŝƚƵĚĞĐŽŶĐĞƉƚ “ŝƐƐƚŝůůŝŶĂƐƵƌƉƌŝƐŝŶŐůǇĐƌƵĚĞƐƚĂƚĞŽĨĨŽƌŵƵůĂƚŝŽŶ
considering its widespread use. At best it barely qualifies as a scientific 
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ĐŽŶĐĞƉƚ ? ? ?DeFleur & Westie, p. 30). The authors recommended further 
development, rather than abandonment of the concept altogether. 
 
Attitude theory dating from the 1960s to the present day has shown 
remarkable refinement to the attitude concept, most notably in the 
increasing specificity of the attitude definition. In 1939, Nelson had found 
great breadth and lack of specificity attributable to attitudes to the point that 
it appeared indistinguishable from an opinion, habit, or set of behaviours. In 
the present day, attitudes are typically described as an evaluation of an 
attitudinal target (e.g. a person, concept, or object), along a continuum 
ranging from favourable to unfavourable (e.g. Eagly & Chaiken, 1993; Zanna & 
Rempel, 1988). In order to understand the reasons for the increased 
specificity and reduced breadth of the attitude concept as it is often 
described today, it is necessary to consider the debate on attitude structure. 
 
2.2 Attitude structure: The unidimensional model versus the tripartite 
model      
The belief that an attitude is a psychological tendency in which a particular 
entity (also known as an attitudinal target or target) is evaluated with some 
degree of favour or disfavour (Eagly & Chaiken, 1993). This view is based on 
the unidimensional model of attitude structure. This model assumes that all 
the information contributing to the resultant attitude lies on the same single 
evaluative dimension, varying from positive (favourable) to negative 
(unfavourable). Measurement scales that assume an attitude can be captured 
as a point along a preference scale, ranging from positive to negative, are 
based on the unidimensional view because they use unidimensional scaling 
(Edwards, 1957). Specifically, Likert ?Ɛ ƐƵŵŵĂƚŝǀĞƐĐĂůĞƐ ? ? ? ? ? ? ?dŚƵƌƐƚŽŶĞ ?Ɛ
equally-appearing intervals scales (Thurstone, 1928; Thurstone & Chave, 1929) 
and GutƚŵĂŶ ?ƐƐĐĂůŽŐƌĂŵĂŶĂůǇƐŝƐ ? ? ? ? ?) are all unidimensional scales 
(McIver & Carmines, 1981). Regardless of what is being evaluated, all of these 
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ƐĐĂůĞƐŵĞĂƐƵƌĞĂƐŝŶŐůĞĚŝŵĞŶƐŝŽŶ ?Ğ ?Ő ?ŚŽǁŵƵĐŚĂŶŝŶĚŝǀŝĚƵĂů ‘ĂŐƌĞĞƐ ?Žƌ
 ‘ĚŝƐĂŐƌĞĞƐ ?ǁŝƚŚŝƚĞŵƐ ?ĂŶĚ scores can be compared on that single dimension, 
(ranging from positive to negative) between individuals (McIver & Carmines, 
1981). The unidimensional model of attitudes posits that all attitudinal-
related information is represented along a single dimension which is akin to 
an evaluative summary of information about an attitudinal target (Fazio, 
2007). Despite the common use of these types of attitude scales, imposing 
unidimensionality on attitudes has been heavily criticised. For example, Diab 
(1967) has argued that it is not realistic to consider that an individƵĂů ?Ɛ
attitude can be adequately represented by an average score on a preference 
scale along a continuum ranging from positive to negative. It is unlikely that 
two individuals who score the same preference for a target have the exact 
same attitude toward the target (Diab, 1967).  
 
Although attitude scales and measurement techniques for capturing attitudes 
often implicitly assume the unidimensional model of attitude structure, the 
scientific research literature dedicated to exploring attitude structure has 
tended to regard attitudes as multidimensional (Tesser & Shaffer, 1990) since 
the 1940s (Smith, 1947). The late 1940s saw the birth of a three-component 
(three-dimensional) model of attitude structure, also referred to as the 
tripartite model, and refinement of this model continued throughout the 
1950s (Katz and Stotland, 1959) and 1960s (Ostrom, 1969; Rosenberg & 
Hovland, 1960; Triandis, 1967). Smith (1947) was amongst the first to 
describe the components of the tripartite model in a study investigating 
attitudes of the American public toward Russia in 1947. Smith (1947) argued 
that his analysis demonstrated multiple components of attitudes, specifically: 
(a) how a person feels toward the subject (affective information); (b) what a 
person thinks about the subject (cognitive information); and (c) what actions 
should be taken (termed policy orientation ŝŶ^ŵŝƚŚ ?ƐĂƌƚŝĐůĞ ?Ɖ ?514, and later 
referred to by others as behavioural/behavioral information, e.g. Rosenberg 
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& Hovland, 1960, p. 3). Smith (1947) argued that these findings supported the 
use of this conceptual model as a framework for the investigation of attitudes.  
 
Following further development during the 1950s, the tripartite model of 
attitudes was then formally outlined by Rosenberg and Hovland (1960). 
According to this model, attitudes consist of three dimensions: (a) affective 
information (feelings toward the target), (b) behavioural information (past 
and future behavioural intentions in relation to the target), and (c) cognitive 
information (beliefs or stereotypes about the target). These three dimensions 
(Maio, Olson, Bernard & Luke, 2006) are typically referred to in the scientific 
literature, and henceforth in this thesis, as three components of attitudes 
(Rosenberg & Hovland, 1960). In contrast, the unidimensional model assumes 
that the attitude is a single evaluative summary and that this single 
dimension is separate and distinct from, but can be informed by, affective, 
behavioural and cognitive information (Eagly & Chaiken, 1993).  
 
In order to resolve the unidimensional versus tripartite model debate, 
Ostrom (1969) offered statistical support for the existence of three 
components of attitudes, as outlined in the tripartite model. KƐƚƌŽŵ ?Ɛ ? ? ? ? ? ?
study used a multitrait-multimethod design (Campbell & Fiske, 1959) and 
employed multiple measures of the hypothesised constructs of affective, 
behavioural, and cognitive information. Using four different methods of 
attitude measurement for each of the three components of the tripartite 
model, Ostrom (1969) sought to determine whether each component 
correlated with itself (as measured by a different scale) better than the other 
two components. Ostrom (1969) found evidence for the unique additional 
variance for the three components over the shared variance of the combined 
three components and, therefore, found statistical support for the tripartite 
model. He did note that the unique additional variance of the three 
components was small and this was confirmed in a later reanalysis of the data 
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(Bagozzi, 1978). Importantly, a major strength of the tripartite model is the 
statistical validation it has received (Breckler, 1984; Breckler & Wiggins, 1989; 
Woelfel, Cody, Gillham, & Holmes, 1980). 
 
Despite the statistical validation of the tripartite model (e.g. Breckler, 1984; 
Ostrom, 1969), studies measuring attitudes have consistently and increasingly 
used unidimensional scales (characterised as one dimension ranging from 
positive to negative), thus implicitly assuming the unidimensionality of 
attitudes (e.g. Edwards, 1957; Likert, 1932; Thurstone, 1928; Thurstone & 
Chave, 1929). In doing so, Ostrom (1968) has argued that the attitude data 
elicited by using these scales (preference for or against a target), may simply 
represent the affective component of the tripartite model. The move away 
from the tripartite model of attitude structure was described by Ostrom 
(1968) as follows P “ƚŚĞďƵůŬŽĨĂƚƚŝƚƵĚĞƌĞƐĞĂƌĐŚĂŶĚĐŽŶƐĞƋƵĞŶƚůǇ ?ƚŚĞƚŚĞŽƌǇ
developed to understand the attitude change process, continues to focus 
primarily on affect to the detriment of understanding the other 
ĐŚĂƌĂĐƚĞƌŝƐƚŝĐƐŽĨĂƚƚŝƚƵĚĞ ? ?Ɖ ? ? ? ? ?KƐƚƌŽŵ ? ? ?68) essentially argued that 
attending to only one of the three components misses valuable information 
on the attitude and reduces the validity of subsequent measurement. 
 
Another account of the movement toward assuming the unidimensionality of 
attitudes, despite statistical support for the tripartite model, relates to the 
ease and convenience of taking the unidimensional view. Writing in 1967, 
Fishbein argued that the definition of attitudes should be closer in line with 
the techniques of measurement of attitudes at the time, rather than the 
other way around. He went on to justify the use of measuring only one 
component of the tripartite model because it was easier to employ rigorously 
and created fewer problems than multidimensional concepts. Fishbein (1967) 
ĐŽŶĐůƵĚĞĚ ? “ĂĐŽŶĐĞƉƚƵĂůƐǇƐƚĞŵŝŶǁŚŝĐŚŽŶůǇƚŚĞĂĨĨĞĐƚŝǀĞĐŽŵƉŽŶĞŶƚŝƐ
  
36 2. ATTITUDE THEORY 
 
treated as attitudinal, and the other two components are linked to beliefs, 
ƐŚŽƵůĚƉĞƌŵŝƚĂŵŽƌĞƉƌŽĚƵĐƚŝǀĞĂƉƉƌŽĂĐŚƚŽƚŚĞƐƚƵĚǇŽĨĂƚƚŝƚƵĚĞƐ ? ?Ɖ ? ? ? ? ? ? 
 
Similarly, Triandis (1967) has claimed that the tripartite model fell out of 
favour due to a lack of adequate procedures for attitude measurement, 
rather than any particular weakness associated with its underlying theory. In 
contrast, research assuming the unidimensional view in which attitudes vary 
on a single evaluative dimension, from favourable to unfavourable, had a 
number of possible techniques in which attitudes could be measured 
consistent with this view (Guttman, 1944; Likert, 1932, Thurstone, 1928; 
Thurstone & Chave, 1929).  
 
Despite the amount of research that measures attitudes using unidimensional 
scaling, researchers are increasingly concluding that it is likely that attitudes 
are not unidimensional (e.g. Bell, Esses, & Maio, 1996;  Haddock & Zanna, 
1999; Maio, Esses, & Bell, 2000; Trafimow & Sheeran, 1998). Haddock and 
Zanna (1998) have suggested the use of open-ended measures (as opposed to 
traditional unidimensional scales such as Likert scales) to generate and 
answer research questions pertaining to attitudes. Haddock and Zanna (1998) 
propose that open-ended measures can help identify which attitude 
components are relevant to the particular attitudes being investigated, as 
there is the possibility that the dimensionality of attitudes may depend on the 
individual or the type of attitudinal target (i.e. attitudes toward people may 
differ in dimensionality from attitudes toward objects or concepts; Breckler, 
1984).    
 
This discussion of the history of the concept and measurement of attitudes 
indicates that the unidimensionality of attitude structure could not be 
assumed. According to the unidimensional model (e.g. Eagly and Chaiken, 
1993), even if an attitude is a single evaluative dimension, it is informed by 
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cognitive, affective and behavioural information. Therefore, both major 
models of attitude structure, unidimensional and tripartite, require 
investigation of affective, behavioural and cognitive information. 
Unidimensional models require these three sources of information because 
attitudes are considered to be an evaluative summary of them. The tripartite 
model of attitude structure posits that affective, behavioural and cognitive 
information are the attitude and result in three different response classes of 
information about the attitudinal target (i.e. data representing the three 
components should not be summed into a single score or summary 
evaluation).  
 
The research objectives of the present work included reviewing the scientific 
research on attitudes toward older patients held by doctors and medical 
students, as well as examining how these attitudes can be conceptualised in a 
UK setting. To meet these objectives, the present research adopts a view in 
line with the tripartite model of attitudes (e.g. Rosenberg & Hovland, 1960); 
attitudes consist of three components, (a) affective information, (b) 
behavioural information, and (c) cognitive information, relating to an 
attitudinal target (i.e. older patients).  
 
The scientific literature highlights that the rapid adoption of the 
unidimensional model appears to be influenced by a lack of appropriate 
measurement procedures for the tripartite model, rather than any 
shortcomings of its underlying theory (Triandis, 1967). Additionally, empirical 
validation of the tripartite model (e.g. Breckler, 1984), and the similarity of 
the unidimensional model to the affective component of the tripartite model 
(Ostrom, 1968) were all factors in this decision. Most importantly, the 
decision to consider three components and, therefore, conceptualise 
attitudes as multidimensional, does not preclude the possibility that any data 
are, or will be found to be, unidimensional. However, if attitudes are 
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considered to be unidimensional and investigated as a single construct, this 
may preclude the possibility that multidimensional data will be found. 
 
2.3 Attitude stability 
Historically, attitudes have been considered to be relatively stable, well-
formed and enduring because they were thought to be represented in 
memory structures (e.g. Fazio, 2007). According to this view, when an 
individual is questioned about their attitude, they sample from a memory 
structure that holds information about the individual ?s attitude (Wilson & 
Hodges, 1992). In direct contrast to this view, it has been argued that an 
ŝŶĚŝǀŝĚƵĂů ?ƐĂƚƚŝƚƵĚĞƐĚŽŶŽƚĞǆŝƐƚŝŶĂůŽŶŐ-lasting form and may be 
immediately constructed, when accessed, based on whatever information is 
pertinent to the individual at the time (Schwarz, 2007a). This latter view 
represents a radical position on attitude stability, whilst the former view 
(Wilson & Hodges, 1992) can be considered a conservative position. 
 
Between these radical and conservative positions on attitude stability, there 
is an intermediate view, which the present work adopts. Specifically, it is 
posited that attitudes can vary between stable (i.e. well-formed) and fluid (i.e. 
situational) depending on the circumstances and context of their access and 
retrieval. Converse (1964) has posited that attitudes vary between well-
formed and situational, depending on how much an individual has previously 
thought about the attitude target. Converse (1964) argues that when an 
individual is discussing an object about which she or he has not previously 
considered very deeply, the attitude is not well-formed and will be subject to 
greater influence of context effects because a judgement is produced on the 
spot.  
 
The present research is conducted under the assumption that attitudinal 
responses have some underlying order and organisation and may be 
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ƌĞƉƌĞƐĞŶƚĞĚŝŶĂŶŝŶĚŝǀŝĚƵĂů ?ƐŵĞŵŽƌǇ (Wilson & Hodges, 1992). This theory 
assumes that the probability of a defined attitude is likely to reoccur when an 
individual is repeatedly presented with the same stimulus, rather than 
random attitudinal responses which may be constructed on-the-spot (e.g. 
Gawronski, 2007 ? ?ŽŶǀĞƌƐĞ ?Ɛ ? ? ? ? ? ?ĂƌŐƵŵĞŶƚĐŽncerning the reliability of 
verbal reports is also accepted in the present work. Specifically, Converse 
argues that reliability of verbal reports is likely to be affected by the extent an 
individual has considered his or her attitude or thought about the attitudinal 
target. Therefore, it is accepted that an individual may not have a well-
formed attitude and his or her attitude may be relatively fluid and subject to 
context effects, such as the effects of social desirability (for a review, see 
DeMaio, 1984). Therefore, although more radical positions do exist (e.g. 
Gawronski, 2007; Schwarz, 2007b), the present research assumes an 
intermediate position on the stability of attitude structures (e.g. Eagly & 
Chaiken, 2007). This view was adopted in line with BohnĞƌĂŶĚŝĐŬĞů ?Ɛ ? ? ? ? ?)
recommendation that research take into account the stable and situational 
accounts of attitude structure to combine the strengths of both accounts. 
 
2.4 Attitude Measurement 
2.4.1   Indirect and direct approaches 
There are two approaches to the measurement of attitudes; direct and 
indirect. The direct approach to attitude measurement involves a form of self-
report, such as interviews, focus groups or survey-based study designs, where 
individuals are asked directly to access and report their attitudes (e.g. 
Schwarz, 2007a). In the research literature, direct measures of attitudes have 
also been referred to as  “explicit ?ŵĞĂƐƵƌĞƐ ? “ĚĞůŝďĞƌĂƚŝǀĞ ?ŵĞĂƐƵƌĞƐ ?
 “controlled ?ŵĞĂƐƵƌĞƐ ?Žƌ “ĐŽŶƐĐŝŽƵƐ ? measures (Horcajo, Brinol, & Petty, 
2010, p. 939), depending on the theoretical perspective of the researcher. 
Specifically, attitude theorists may see direct measures as accessing attitudes 
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that have to be reported (explicit), that require deliberate thought 
(deliberative or controlled), or that an individual is aware of (conscious) 
(Horcajo et al., 2010). 
 
The indirect approach to attitude measurement typically involves accessing 
attitudes without the conscious awareness of the holder of the attitude 
(Dovidio & Fazio, 1992). This is by measuring physical and physiological 
responses, to target-relevant stimuli, which are deemed to be outside of 
conscious control. There is therefore an assumption that the physiological 
response is indicative of positive or negative valence to target stimuli. An 
example of indirect attitude measurement is measuring reaction times in 
word association tests (Fazio, Jackson, Dunton, & Williams, 1995). In such 
tests, faster reaction times are assumed to indicate easier processing because 
words or concepts are already stronglǇĂƐƐŽĐŝĂƚĞĚŝŶƚŚĞŝŶĚŝǀŝĚƵĂů ?ƐŵĞŵŽƌǇ ?
ƚŚĞƌĞĨŽƌĞƌĞǀĞĂůŝŶŐĂŶŝŶĚŝǀŝĚƵĂů ?ƐĂƚƚŝƚƵĚĞoutside of their conscious control 
(Greenwald & Banaji, 1995). Less common methods of indirect 
measurements of attitudes include physiological responses to target stimuli, 
such as event-related potentials (Cacioppo, Crites, & Gardner, 1996), 
functional magnetic resonance imaging (Phelps et al., 2000), and facial 
electromyography (Vanman, Saltz, Nathan, & Warren, 2004). Indirect 
ŵĞĂƐƵƌĞƐŚĂǀĞĂůƐŽďĞĞŶƌĞĨĞƌƌĞĚƚŽĂƐ “ŝŵƉůŝĐŝƚ ?ŵĞĂƐƵƌĞƐ ? “ĂƵƚŽŵĂƚŝĐ ?
ŵĞĂƐƵƌĞƐ ?ĂŶĚ “ƵŶĐŽŶƐĐŝŽƵƐ ?ŵĞĂƐƵƌĞƐ ?,ŽƌĐĂũŽĞƚĂů ? ? ? ? ? ? ?Ɖ ? ? ? ? ? ?
Depending on the theoretical perspective of the researcher, it is believed that 
indirect measures access attitudes that do not require individuals to report 
the attitude (implicit), tap into the automatic evaluations or reactions toward 
a target (automatic), or that the individual is not consciously aware of 
(unconscious). 
 
Naturally, the existence of two different approaches to attitude 
measurement has led to debate regarding which approach better captures an 
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ŝŶĚŝǀŝĚƵĂů ?Ɛ “ƚƌƵĞ ? attitude (Schwarz & Bohner, 2001, p. 649). This research 
debate has been fuelled by discrepant findings in a number and variety of 
studies that ŵĞĂƐƵƌĞĚŝŶĚŝǀŝĚƵĂůƐ ?ĂƚƚŝƚƵĚĞƐĚŝƌĞĐƚůǇĂŶd indirectly (see 
Gawronski & Bodenhausen, 2006 for a review). Contradictory explicit 
attitudes (measured directly) and implicit attitudes (measured indirectly) in 
the same individual have commonly been reported (e.g. Gawronski & Strack, 
2004). It has been claimed that indirect measures bypass social desirability 
biases and, as a result, are more likelǇƚŽĞŶĐŽŵƉĂƐƐĂŶŝŶĚŝǀŝĚƵĂů ?ƐƚƌƵĞ 
attitude. This has been countered by researchers who favour direct measures 
who state that it is not known with any certainty as to what the data from 
indirect measures actually represents. Furthermore, attitude data from the 
use of an indirect approach have been shown to be subject to experimental 
manipulation through the use of social cues and contextual information 
(Barden, Maddux, Petty, & Brewer, 2004). This calls into question the 
argument that these processes are not subject to biases, such as social 
desirability (Gawronski & Bodenhausen, 2006). 
 
Recently, the indirect versus direct measurement debate has progressed 
beyond which measurement technique is superior to the other, to what each 
approach may actually measure. Gawronski and Bodenhausen (2006) have 
tried to reconcile the findings of contradictory attitude data in the same 
individual, when measured indirectly and directly, by arguing that indirect 
and direct measures access different aspects of an attitude. Gawronski and 
Bodenhausen (2006) claim that indirect measures access positive and 
negative evaluations about a target, regardless of whether an individual 
subscribes to these beliefs. Therefore, indirect measures indicate that an 
individual is aware of positive and negative stereotypes, rather than 
ŝŶĚŝĐĂƚŝŶŐƚŚĞŝŶĚŝǀŝĚƵĂů ?ƐůĞǀĞůŽĨĨĂǀŽƵƌŽƌĚŝƐĨĂǀŽƵƌtoward the target. This 
information is then examined at a conscious level for truth and validity, 
through propositional and syllogistic reasoning. Finally, stereotypes are either 
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rejected or accepted after the reasoning process and the resultant position 
becomes the explicit attitude, which may be accessed by direct measurement, 
such as through self-report. In short, Gawronski and Bodenhausen (2006) 
claim that indirect measures access our awareness of positive or negative 
evaluations (such as stereotypes), but direct measurement accesses the 
attitudes we subscribe to after thinking and reasoning (subject to contextual 
factors such as social desirability).  
 
It has also been proposed that attitudes that require low levels of elaborate 
or deliberate thinking may best be researched using indirect approaches 
(Maison, Greenwald, & Bruin, 2004). For example, choosing a brand in a 
supermarket is often done quickly and consumer behaviour researchers have 
had more success predicting brand choice by measuring attitudes indirectly, 
than directly (Maison, Greenwald, & Bruin, 2004). Attitudes that require 
elaborate thinking and reasoning, such as attitudes toward people, may 
benefit from direct attitude measurement because this measurement 
technique allows thinking and reasoning (Horcajo et al., 2010). Indirect 
attitudes, measured by reaction times or physiological response, may not be 
ƉƌĞĚŝĐƚŝǀĞŽĨĂŶŝŶĚŝǀŝĚƵĂů ?ƐƉŽƐŝƚŝŽŶĂĨƚĞƌƚŚĞǇŚĂǀĞĚĞůŝďĞƌĂƚĞĚŽƌƉƌŽĐĞƐƐĞĚ
his or her thoughts (Horcajo et al., 2010).  
 
The present research adopts a direct approach to attitude measurement by 
using self-report methods. The rationale for this approach has been 
highlighted in this discussion of the debate regarding indirect and direct 
approaches to attitude measurement. Firstly, direct attitude measures are 
typically suited to attitudes which require deliberate thought and processing, 
as is often the case with attitudes toward people or groups (e.g. Horcajo et al., 
2010). Secondly, the lack of certainty regarding what indirect data represents 
was a concern, especially with regard to the tripartite model of attitude 
structure. It has been posited that attitude data from indirect measures 
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actually represents an awareness or knowledge of positive and negative 
evaluations regarding a target, which is not necessarily ŽŶĞ ?ƐĂƚƚŝƚƵĚĞ. Instead, 
it may simply reflect knowledge of positive or negative stereotypes 
concerning an attitudinal target (Gawronski & Bodenhausen, 2006). In 
contrast, the use of self-report data (from direct measurement) allows, in 
principle, for the collection of all three sources of information, although it is 
accepted that this information may be subject to contextual factors, such as 
socially desirable responding.  
 
2.4.2  Challenges of measuring direct attitudes 
Direct measures of attitudes involve the collection of self-report data and 
there are a number of challenges to collecting such information (Schwarz, 
1999; Schwarz, 2007a). Studies involving interviews or focus groups may ask 
respondents to verbally report attitudes, and this involves a series of tasks 
that all play a part in the reliability of the resulting verbal report (Schober, 
1999). Firstly, the researcher has to formulate and pose the question to the 
holder of the attitude. The identification of the phenomena to be investigated, 
as well as the wording of the question includes a succession of decisions and 
a number of subjective processes, for which the researcher is responsible 
(Schwarz, 2007a). Following this, respondents can interpret questions in a 
number of ways (again, a subjective process), and are then required to 
ĨŽƌŵƵůĂƚĞĂŶĂŶƐǁĞƌ ?^ĐŚŽďĞƌ ? ? ? ? ? ? ?ZĞƐƉŽŶĚĞŶƚƐ ?ĂďŝůŝƚǇƚŽĨŽƌŵƵůĂƚĞĂŶ
appropriate answer may vary according to individual verbal reasoning skills 
(Schwarz, 1996). Respondents also have to decide how they want to respond, 
in terms of the level of detail they are willing to share and the level of 
honesty with which they are comfortable (Schwarz, 1996).  
 
Written self-report data, such as survey methodology, also suffer from 
challenges to their validity and reliability. Should respondents not understand 
a question or the answer format, there may not be a researcher present to 
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address their queries and so they may guess or answer inaccurately (Schober, 
1999).  If respondents are completing a survey with response categories, they 
will need to map their attitude into the predetermined list or response 
categories given to them by the researcher (Schwarz, 2007a). At the final 
stages, respondents may want to edit their responses with regard to 
acceptable social norms, such as by self-monitoring and providing socially 
desirable answers (Schwarz, 2007a).  
 
In conclusion, self-reports of attitude data, whether written or verbal, are 
subject to a range of biases that may be present at a number of stages of the 
process. Despite these drawbacks, the present research uses the direct 
attitude measure of self-reporting in order to answer the research questions. 
The limits of this method should be noted, especially with regard to the 
reliability of self-reports, because the results of subjective decisions may vary 
from time to time and according to the context-dependent factors described 
above. However, attempts to identify and address the challenges associated 
with self-reports will be outlined in the methodological chapter of this thesis 
(Chapter 4). Additionally, limitations of the methods chosen are discussed in 
Chapter 8.   
 
2.5  Chapter summary 
As discussed in this chapter, debate still exists on a number of features of the 
attitude concept and its measurement. Awareness of the main sources of 
debate is fundamental to the investigation of any attitudes in any population. 
This chapter reviewed a range of positions that can be adopted in relation to 
attitude structure, stability, and measurement. Each section ended with the 
position taken in this thesis, as well as the reasoning for this, in order to state 
the scope and context for the present research. The relevant attitude theory 
has been described here to allow the subsequent exploration of attitudes to 
be framed and referenced within the context described in this chapter. In 
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short, having discussed the remit and scope of attitudes, how attitudes are 
stored, and what attitude data may represent, we now move on to the 
present research topic with greater specificity. The next chapter examines 
how ĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?attitudes toward older patients have 
been explored in the scientific research literature to date.   
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3. STUDY 1: SYSTEMATIC SEARCH AND 
REVIEW 
 
3.1  Chapter overview 
This chapter presents a systematic search and critical review of the scientific 
ƌĞƐĞĂƌĐŚůŝƚĞƌĂƚƵƌĞŽŶƚŚĞƚŽƉŝĐŽĨŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂŶĚĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐ
toward older patients. The chapter begins with the objective of the review 
and details the research question it addresses (Section 3.2). Following this, 
description and justification of this type of review is provided (Section 3.3), in 
addition to the scope of the review (Section 3.4). The methodological 
decisions are reported in Section 3.5. Results of the review are then 
presented in three separate sections (Sections 3.6, 3.7, and 3.8). The main 
findings, and the limitations, of the review are presented in the discussion 
(Section 3.9). 
 
3.2  Study 1 objective 
The overall objective was to determine what scientific research on doctors ? 
and medical students ? attitudes toward older patients had found, as well as 
the strengths and weaknesses of the evidence. This review addresses the first 
research question outlined in the present work (Section 1.3): How have 
ŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂŶĚĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients been 
investigated in the scientific research literature to date? 
 
3.3  The review paradigm 
The review involved systematically searching and critically reviewing the 
ůŝƚĞƌĂƚƵƌĞ ?ƌĞĨĞƌƌĞĚƚŽĂƐĂ ‘systematic search and review ? (Grant & Booth, 
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2009). A systematic search and review includes systematic searching which 
allows for greater transparency of stages in the review process. However, it 
allows more flexibility with regard to the review stage than a conventional 
systematic review (Grant & Booth, 2009). A conventional systematic review 
aims to answer a narrowly-defined research question with predefined and 
explicit concept definitions related to the phenomena of interest (Grant & 
Booth, 2009). In contrast to this, the aims of the present review included the 
identification and critical evaluation of literature pertaining to medical 
students ? ĂŶĚĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients and therefore a 
conventional systematic review was not appropriate. Aspects of the 
systematic review process were considered to be ideal for the present review, 
specifically the systematic searching and detailed reporting of search and 
analysis procedures. The main advantages over a traditional narrative 
literature review are the replicability and transparency of the search and 
analysis procedures (Grant & Booth, 2009).  
 
The main reason for the use of a systematic search and review, over a 
conventional systematic review, was the present review did not intend to 
limit included articles to tightly defined boundaries related to study quality. In 
order to generate a picture of the research in this area, the present review 
required critical analysis of methodologically strong, as well as 
methodologically weaker, studies. Such information was to be gathered in 
order to postulate improvements to future research designs and identify gaps 
in the research literature. The decision not to exclude studies based on 
quality assessment criteria meant that the current review would not meet the 
criteria for a systematic review (Grant & Booth, 2009). Study quality was still 
assessed and critically appraised, but studies were not excluded on the basis 
of predefined methodological weaknesses. As a result, the present review is 
deemed to be a systematic search and review (Grant & Booth, 2009), as 
opposed to a systematic review. The main advantage of a systematic search 
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and review over a conventional systematic review is that it can provide a 
more complete picture of the research pertaining to the topic (Grant & Booth, 
2009).  
 
3.3.1  Aggregative and configurative review approaches 
The conceptual underpinnings of conventional systematic reviews have been 
described as aggregative (Gough, Thomas, & Oliver, 2012), in that they are 
designed to aggregate similar data or summarise information in order to 
develop empirical statements about the phenomena under investigation with 
greater confidence. Aggregating evidence requires strict adherence to tightly 
defined and well-specified concepts to ensure that the evidence is sufficiently 
similar to be comparable (Ilott, Booth, Rick, & Patterson, 2010). Typically, 
conventional aggregative systematic reviews have strict inclusion and 
exclusion criteria. In contrast, the present review was exploratory in nature 
and involved the evaluation of a broad range of evidence. A scoping review of 
the literature demonstrated that studies investigating attitudes toward older 
patients in the existing literature had not used well-specified concepts of 
attitudes and often used terms such as beliefs, stereotypes and attitudes 
interchangeably (e.g. Beall, Buamhover, Simpson, & Pieroni, 1991; Belgrave, 
Lavin, Breslau, & Haug, 1982; van Zuilen, Rubert, Silverman, & Lewis, 2001). 
Varying terminology used to describe attitudes toward older patients was 
identified in the literature, as were differing study designs and a range of 
methods of attitude measurement. This suggested that a review in this area 
would not achieve the typical homogeneity of evidence required for a 
traditional aggregative systematic review. 
 
This present review, therefore, adopts a configurative approach (Gough, 
Thomas, & Oliver, 2012). Unlike aggregative reviews, which depend on 
 ‘ĂŐŐƌĞŐĂƚĞůŽŐŝĐ ?ƐƵĐŚĂƐƚŚĂƚĂĐŚŝĞǀĞĚŝŶĐŽŶǀĞŶƚŝŽŶĂůƐǇƐƚĞŵĂƚŝĐƌĞǀŝĞǁƐ ?
configurative reviews attempt to configure and make sense of heterogeneous 
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evidence (Gough et al., 2012). Configurative approaches are useful for 
arranging and interpreting heterogeneous data and generating theory (Gough 
et al., 2012). Reviews with an underlying configurative philosophy are also 
ideal for bringing together information relating to ambiguous concepts (Ilott 
et al., 2010), such as attitudes. Configurative reviews make use of the 
differences between studies to identify patterns. Gough et al. (2012) propose 
that systematic reviews often involve components of both aggregative and 
configurative logic, with one predominating over the other. Therefore, the 
conceptual underpinning of the present review is the use of a predominantly 
configurative approach due to the heterogeneity of the evidence. Reviews 
based on predominantly configurative logic tend to be exploratory and 
theory-building and are used to determine the direction of future research. 
 
3.3.2 Bridging the paradigm divide: Quantitative and qualitative data                                           
In order to determine what has been investigated on this research topic, this 
review needed to allow for the inclusion of vastly different methods and 
study designs in order to capture trends in the research findings. Both 
quantitative and qualitative studies were therefore evaluated. Harden and 
Thomas (2005) have called the synthesis of quantitative and qualitative 
findings as crossing the paradigm divide, and a useful method of addressing 
complex questions. It has often been suggested that the triangulation of 
quantitative and qualitative data, also known as mixed methods research, 
results in a greater and more detailed understanding of the phenomenon of 
interest (Bryman, 2012).  
 
This systematic search and review comprised the following stages: (a) a 
systematic search strategy; (b) application of the inclusion and exclusion 
criteria to isolate relevant studies; (c) quality assessment; (d) data extraction; 
(e) data presentation; and (f) data integration.  
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3.4  Scope of the review 
Articles could include qualitative or quantitative data, and had to be 
published in a peer-reviewed academic journal. No time period was specified. 
Articles had to be available in English, but did not need to originate from the 
United Kingdom. Research syntheses and book chapters were not included in 
the review as they often reiterated or repeated data from published primary 
studies and were, therefore, likely to result in duplication of study data for 
the present review.  
More specifically, the requirements for articles to be considered for review 
were: 
i) The construct investigated was considered to be an attitude or 
conceptually similar to an attitude. In general, attitudes can 
include cognitive information (such as stereotypes), emotions 
(affective information), or intentions to behave (behavioural 
information) toward a target (Breckler, 1984). Articles that 
investigated any of these components were therefore included 
regardless of whether the author referred to them as  ‘attitudes ?.  
ii) The holders of the measured attitudes were medical students or 
medical doctors working in secondary or tertiary care settings. 
iii) The target of the attitude was older people or older patients, 
defined as those aged over 65 years in line with the prevailing 
view in the medical research literature (Imison et al., 2012). 
 
3.5  Method 
3.5.1  Developing the search strategy 
A list of terms to search for, in the title and abstract of articles, was 
developed by brainstorming, conducting test searches, and scanning 
abstracts for synonyms. Following this, the list of search terms were: a first 
set of 54 words or phrases representing a doctor or medical student (such as 
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 ‘ƉŚǇƐŝĐŝĂŶ ? ? ‘ƐƵƌŐĞŽŶ ? ? ‘ŝŶƚĞƌŶŝƐƚ ? Žƌ ‘ƌĞŐŝƐƚƌĂƌ ?); a second set of 19 words or 
phrases representing an older person  ?ƐƵĐŚĂƐ ‘ĞůĚĞƌůǇ ? ? ‘ĨƌĂŝů ? ? ‘ĂŐĞĚƉĂƚŝĞŶƚ ? ? ? 
a third set of 14 words representing an ĂƚƚŝƚƵĚĞ ?ƐƵĐŚĂƐ ‘ďĞůŝĞĨ ? ? ‘ŽƉŝŶŝŽŶ ? ?
ƐƚĞƌĞŽƚǇƉĞ ? ?. Various specialty types for doctors were included in the first set 
after test searches revealed that a number of articles used these terms 
ŝŶƐƚĞĂĚŽĨ ‘ĚŽĐƚŽƌ ?Žƌ ‘ƉŚǇƐŝĐŝĂŶ ?ŝŶƚŚĞŝƌƚŝƚůĞŽƌĂďƐƚƌĂĐƚ ?ŽĐƚŽƌƐƵŶůŝŬĞůǇƚŽ
work with older patients (such as paediatricians, pathologists, radiologists) 
were not included in the first set. Doctors training in family medicine (US) or 
general practice (UK) often complete part of their training in hospital settings 
and were, therefore, deemed relevant to the search at this stage.  Words 
within each of the three sets (Set 1-3, See Table 1) were combined with the 
ŽŽůĞĂŶŽƉĞƌĂƚŽƌ ‘KZ ? ?ĂŶĚĞĂĐŚƐĞƚŽĨǁŽƌĚƐǁĂƐĐŽŵďŝŶĞĚǁŝƚŚŽƚŚĞƌƐĞƚƐ
ƵƐŝŶŐƚŚĞŽŽůĞĂŶŽƉĞƌĂƚŽƌ ‘E ? ? 
  
Test searches also revealed that articles containing the word  ‘ageism ? in the 
abstract did not necessarily contain a word from all three sets. Ageism 
signifies two constructs in a single word, namely, age and attitude. As a result, 
an additional step was added to the end of the search strategy as the fourth 
set (Set 4; See Table 1) ? ‘geism ?ǁĂƐ searched for in conjunction with the 
first set of doctor synonyms. Therefore, articles were identified through the 
two possible methods illustrated in Figure 1. 
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Table 1. 
Terms used to search title and abstract of articles 
Set   Search terms used  
1.  Doctor; physician; consultant; registrar; clinician; 
hospitalist; internist; surgeon; geriatrician; 
psychogeriatrician; psychiatrist; cardiologist; general 
practitioner; family practitioner; gynaecologist; 
obstetrician; gastroenterologist; haematologist; 
haematologist; neurologist; oncologist; respirologist; 
rheumatologist; dermatologist; urologist; 
endocrinologist; hepatologist; nephrologist; 
neurosurgeon; ophthalmologist; physiatrist; 
anaesthesiologist; anaesthetist; pulmonologist; 
otolaryngologist; immunologist; medical student; 
medical resident; medical fellow; medical professional; 
medical specialist; medical practitioner; medical officer; 
medical intern; medicine student; medicine resident; 
medicine fellow; medicine professional; medicine 
specialist; medicine practitioner; medicine officer; 
medicine intern; house officer; associate specialist. 
2.  old* person; old* patient; old* adult; elder*; frail; aging; 
ageing; aged care; aged patient; aged person; geriatric 
care; geriatric patient; geriatric person; old age; seniors; 
senior citizens; senior adult; senior person; senior 
patient. 
3.  Attitud*; belief; ageis; agis*; discriminat*; prejudic*; 
preconception; misconception; stereotyp*; attribution; 
stigma; labeling; labelling; age bias. 
4. ageis*; agis* 
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Figure 1. Illustration of search strategy 
 
 
Twenty-three databases were searched. For all databases, the appropriate 
truncation was sought and used. Due to indexing differences between the 
databases, different index terms were used. For Ovid databases (e.g. Medline, 
ŵďĂƐĞ ?WƐǇĐŚ/ŶĨŽ ? ?ƚŚĞƚĞƌŵ ‘ƉŚǇƐŝĐŝĂŶ ?ǁĂƐĞǆƉůŽĚĞĚĂŶĚĂĚĚĞĚƚŽƚŚĞƐĞƚ ?
AddŝƚŝŽŶĂůůǇ ?ƚŚĞƚĞƌŵƐ ‘ĂŐĞĚ ?ĂŶĚ ‘ĂƚƚŝƚƵĚĞƐ ?ǁĞƌĞĞǆƉůŽĚĞĚĂŶĚĨŽĐƵƐĞĚƚŽ
the set. An example search strategy is included as Appendix 1. 
 Set 1   Set 2   Set 3  
 Set 1   Set 4  
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3.5.2  Search results and study selection 
Across all databases, the search produced 17,319 hits. These were exported 
to EndNote (Thomson Reuters, Version X4, 2010). With the duplicates 
removed, the number of hits was reduced to 10,763 (see Table 2 for a 
breakdown of search results). The titles and abstracts of the 10,763 search 
results were scanned to remove obviously irrelevant hits, leaving a remaining 
2519 articles. The abstracts of these articles were screened in line with the 
inclusion and exclusion criteria, which is provided. 
 
Table 2. 
Database Search Results to April 2011 (duplicates removed) 
Database       Date searched   Hits 
1. ABI/Inform       1923 to April 2011 140 
2. Allied and Complementary Medicine Database   1985 to April 2011 54 
3. Applied Social Sciences Index and Abstracts    1987 to April 2011 141 
4. British Nursing Index (BNI)     1985 to April 2011  9 
5. Business Source Premier     1961 to April 2011 439 
6. CAB Abstracts International     1910 to April 2011 59 
7. CSA Linguistics & Language Behavior Abstracts   1973 to April 2011 21 
8. CSA Sociological Abstracts     1952 to April 2011 137 
9. Cumulative Index to Nursing & Allied Health   1981 to April 2011 725 
10. Embase        1980 to April 2011 712 
11. Educational Resources Information Center    1966 to April 2011 94 
12. Health Technology Assessment (HTA)   1996 to April 2011 8 
13. International Bibliography of the Social Sciences 1951 to April 2011    8 
14. ISI Web of Science     1956 to April 2011  525 
15. Journal Storage (JSTOR)     1842 to April 2011    2194 
16. Medline       1948 to April 2011     2076 
17. Politics and International Studies    1972 to April 2011 15 
18. PubMed       1966 to April 2011 136 
19. PyscInfo       1806 to April 2011     1001 
20. SciVerse Scopus      1977 to April 2011    1987 
21. Social Science Abstracts     1983 to April 2011 149 
22. SPORTDiscus      1957 to April 2011 129 
23. Worldwide Political Science Abstracts   1975 to April 2011 4 
Total                      10763 
 
 
  
55 3. SYSTEMATIC SEARCH AND REVIEW 
 
3.5.2.1   Inclusion criteria 
Articles were included if they met the following criteria:  
i) Participants were medical students or medical doctors in secondary or 
tertiary care settings. 
ii) Measured attitudes (e.g., cognitions, intention to behave, stereotypes) 
toward adults aged 65 and older. 
iii) Published from database inception to April 30, 2011. 
iv) Available in English. 
v) Published in a peer-reviewed journal. 
vi) For quantitative studies only: Overall mean scores for attitude 
measurement are provided. 
 
3.5.2.2   Exclusion criteria 
Articles were excluded if any of the following were applicable:  
i) Participants included only primary care physicians. 
ii) Studies took place in community practice settings. 
iii) Participants were not aged 18 and older. 
iv) Study data were duplicated in another study included in the review. 
v) For quantitative studies only: Studies that did not report the measure used 
or, in the case of locally developed measures, provide details of the items 
employed. 
vi) For quantitative studies only: Studies that did not provide overall mean 
attitude scores. 
vii) For quantitative studies only: Studies that did not report p-values. 
 
3.5.2.3   Application of inclusion and exclusion criteria 
To be included in the review, studies needed to report the instruments used 
to collect the attitude data, and the mean scores achieved. Articles that 
referred to a questionnaire used in data collection but did not expand upon 
the items in the questionnaire or the type of questions asked, were excluded 
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on the basis that it was not possible to determine whether questions actually 
addressed attitudes toward older patients. Furthermore, articles that did not 
report descriptive results (e.g. mean scores on a questionnaire, themes 
occurring from interviews) were excluded on the basis that data extraction 
was not possible. Articles that did not report inferential statistics were 
excluded on the basis that it could not be determined whether there was any 
meaningful difference or patterns in the data. Therefore, whilst 
methodological quality was not an exclusion criterion (as studies showing bias 
and methodological concerns were still included in the subsequent analysis), 
the quality of data reporting was a factor determining exclusion.  
 
The abstracts of 2519 articles were screened according to the inclusion and 
exclusion criteria, leaving 247 articles. The reference lists of these 247 articles 
were then checked for potentially relevant articles which had not been 
ideŶƚŝĨŝĞĚďǇƚŚĞƐĞĂƌĐŚƐƚƌĂƚĞŐǇ ?ŬŶŽǁŶĂƐ ‘ƐŶŽǁďĂůůŝŶŐ ? ? ?dŚŝƐƌĞƐƵůƚĞĚŝŶƚŚĞ
identification of 19 potentially relevant articles which were then added to the 
analysis, resulting in a total of 266 articles. Copies of the 266 articles were 
obtained and the full text was scanned to determine if the inclusion and 
exclusion criteria were satisfied. All decisions were made by one reviewer, 
but any uncertainties regarding inclusion and exclusion were discussed with 
the primary research supervisor. After examining the full text, 57 articles 
were deemed to have satisfied the inclusion and exclusion criteria. Details of 
this process, including the reasons for study exclusion, are provided in the 
flowchart for study eligibility (see Figure 2).  
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Figure 2. Flowchart demonstrating eligibility of studies 
Potentially relevant articles identified  
by search strategy and title screened  
for relevance (n= 10,763)  
 
Clearly irrelevant articles excluded (n=8244) 
Reasons for exclusion:  
Studies do not relate to older patient healthcare 
Title and abstracts screened 
for evaluation regarding inclusion 
criteria (n=2519) 
Articles excluded (n=1544) 
Reasons for exclusion: 
Studies do not address a concept related to 
attitudes 
Studies do not refer to older patient context 
Studies do not refer to doctors 
Title and abstracts screened  
for evaluation regarding exclusion 
criteria (n=975)  
Articles excluded (n=728) 
Example reasons for exclusion: 
Investigated attitudes about treatment decisions 
Investigated general ethical problems related to 
older patients  
Investigated treatment equality in older patient 
treatment 
Studies included in review (n=60) from 57 articles* 
(*3 articles had sufficient data for use in, both, Themes 1 and 2) 
 
Theme 3: Studies exploring  
the content of attitudes 
towards older patients  
(n=2) 
Theme 2: Studies 
measuring factors related 
to attitudes towards older 
patients (n=31) 
Theme 1: Studies measuring 
interventions and change in 
attitudes towards older 
patients (n=27) 
247 articles obtained and full text read 
for assessment in line with exclusion 
criteria using formal data assessment 
form + 19 additional articles identified 
through snowballing (n=266)  
Articles excluded (n=209) 
Reasons for exclusion: 
Did not measure attitudes or attitudes towards 
older patients (n=65) 
Data not presented or no data (n=45) 
Not concerning medical students or 
secondary or tertiary care doctors (n=28) 
Article could not be located or obtained (n=4) 
Data used in more than one article (n=22) 
Inappropriate scoring/results for  
quantitative data (n=17) 
Inadequate details regarding the questionnaire 
method used (n=17) 
Doctors ? ŽƌŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĚĂƚĂŶŽƚ 
isolated from other healthcare professionals  
(n=11) 
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3.5.3  Data Analyses 
3.5.3.1   Quality assessment 
All 57 articles were subject to quality assessment. Articles that contained 
quantitative data were subjected to a different quality assessment form 
(Godfrey, Randall, Long, & Grant, 2000; see Appendix 2) from articles that 
contained qualitative data (Long and Godfrey, 2004; see Appendix 3). Both of 
these quality assessment forms allowed for the identification of the strengths 
and weaknesses of studies. Studies that included methods that may have 
compromised the results of the study were identified during this quality 
assessment phase, but were still included in the results of this review.  
 
3.5.3.2   Study categorisation 
Examining the full text of the 57 included articles revealed that studies could 
be categorised according to three themes, relating to the underlying research 
question it addressed: 
i) dŚĞŵĞ ? ?ŽŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂŶĚĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐtoward 
older patients change after an intervention? 
These studies investigated the effect of educational or training 
interventions related to older patients and their care. Typically, 
these studies used a questionnaire to measure attitudes toward 
older patients before and after the intervention and used tests of 
difference on these scores to determine whether interventions 
were successful or not.  
ii) Theme 2: What variables are related to medical students and 
doctors attitudes toward older patients?  
These studies investigated variables related to ŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?
and doctors ?Ăƚtitudes toward older patients. Typically, factors 
ƌĞůĂƚŝŶŐƚŽƉĂƌƚŝĐŝƉĂŶƚƐ ?demographic characteristics, education, 
work experience or personality were investigated for their 
relationship with attitudes toward older patients. These studies 
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generally conducted correlation and/or regression analyses to 
determine factors associated with higher or lower scores on an 
attitude questionnaire, or tests of statistical significance of group 
difference to determine if attitude scores differed according to 
participant characteristics.  
iii) Theme 3: What do medical students and doctors think about 
older patients and their care? 
These studies investigated what medical students or doctors 
thought about older patients in their own words, often without 
the use of questionnaire measures. Typically these studies were 
qualitative and descriptive in nature. 
 
Three articles (Fields, Jutagir, Adelman, Tideiksarr, & Olson, 1992; Hughes et 
al., 2008; Lee, Reuben, & Farrell, 2005) had sufficient and appropriate data to 
be included in both parts of the review, which considered interventions 
(Theme 1) and variables associated with attitudes (Theme 2), without 
constituting duplication of data. These three articles addressed these two 
research questions and collected, both, data relating to an intervention and 
cross-sectional data from different groups of participants. All three articles 
included both sets of findings, with separate inferential analyses conducted 
on the two sets of data. As a result, the 57 different articles produced 60 sets 
of findings (henceforth results are considered to comprise 60  ‘ƐƚƵĚŝĞƐ ? ?for 
the systematic search and review. Twenty-seven studies were included in the 
intervention study review (Theme 1). Thirty-one studies were included in the 
cross-sectional study review (Theme 2). Two studies were included in the 
exploratory study review (Theme 3). These three subdivisions of empirical 
data were separated and data were extracted separately to form three 
separate sets of review results. The details of the data extraction process for 
the three sets of studies are presented serially. Following this, the results 
from the three themes are also presented serially.  
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3.5.3.3   Data extraction 
3.5.3.3.1   Intervention studies (Theme 1) 
In terms of data extraction, weaknesses in study design and analysis were 
ŝŶĐůƵĚĞĚĂƐ ‘ŵĂŝŶƚŚƌĞĂƚƐƚŽǀĂlidity and reliability ? in the corresponding 
results table (Table 3). The other data extracted with the evaluation tool 
(Godfrey et al., 2000) comprised: bibliographic details of the study (author 
names and date published), setting (location of study), participant 
characteristics (age range, medical school year group or doctor grade), study 
design (study type, number of groups), intervention details (content of 
intervention, duration and frequency of exposure), comparison interventions 
(use of comparison group, use of alternative exposure), time period of 
measurement,  sample selection (size of source group, selection method, 
random allocation, group size justification, comparability of groups),  study 
method, (attrition,  control of confounders), study instruments (instrument 
used, outcome measurement criteria, validity and reliability reports, attitude 
scores), data analysis methods (suitability of statistical techniques), and 
process issues (reported problems in data collection).  
 
In Table 4, intervention studies are categorised according to whether they 
demonstrated positive change in attitude (successful) or no positive change 
(unsuccessful). For the purpose of this analysis, in studies without a 
comparison group, positive change was deemed to have occurred when 
postintervention scores were significantly higher than preintervention scores. 
In studies with a comparison group, positive change was evidenced by 
significantly different postintervention attitude scores between the 
intervention and comparison group. Studies demonstrating negative or no 
change in attitude scores were categorisĞĚĂƐ ‘ŶŽƉŽƐŝƚŝǀĞĐŚĂŶŐĞ ? ?ŝ ?Ğ ?ŶŽƚ
successful). All study variables were categorical, specifically intervention type 
(course/rotation/course and rotation/mentoring), duration of intervention 
(short/medium/long), focus of questionnaire (older people/older patients), 
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fully reported response rates (yes/no), use of validated questionnaire 
(yes/no), study quality (adequate/poor), intervention content (empathy-
fostering/knowledge-building) and attitude change results (positive 
change/no positive change). Results were analysed using chi-square tests of 
independence (2-sided) unless expected cell counts were lower than 5, in 
which case, &ŝƐŚĞƌ ?ƐĞǆĂĐƚƚĞƐƚƐ ? ?-sided) were used. P < .05 was considered 
statistically significant. 
3.5.3.3.2   Cross-sectional studies (Theme 2) 
In terms of data extraction, weaknesses in study design and analysis were 
ŝŶĐůƵĚĞĚĂƐ ‘ŵĂŝŶƚŚƌĞĂƚƐƚŽǀĂůŝĚŝƚǇĂŶĚƌĞůŝĂďŝůŝƚǇ ?ŝŶ ƚŚĞĐŽƌƌĞƐƉŽŶĚŝŶŐ
results table (Table 5). The other data extracted comprised: bibliographic 
details of the study (author names and date published), setting (location of 
study), participant characteristics (age range, medical school year group or 
doctor grade), study design (study type, number of groups), time of 
assessment (year), sample selection (size of source group, selection method, 
sample size justification, response rates),  study method, (control of 
confounders), study instruments (instruments used, outcome measurement 
criteria, validity and reliability reports, attitude scores), data analysis methods 
(suitability of statistical techniques), variables investigated and results 
(associated and nonassociated variables; this information is presented in 
Table 6) and process issues (reported problems in data collection).  
3.5.3.3.3   Exploratory studies (Theme 3) 
 dŚĞŵĂŝŶƚŚƌĞĂƚƐƚŽƚŚĞƐƚƵĚǇĚĞƐŝŐŶĂŶĚĂŶĂůǇƐŝƐǁĞƌĞŝŶĐůƵĚĞĚĂƐ ‘ŵĂŝŶ
ĐŽŶĐĞƌŶƐ ?ŝŶƚŚĞĐŽƌƌĞƐƉŽŶĚŝŶŐƌĞƐƵůƚƐƚĂďůĞ ?dĂďůĞ ? ? ?The other data 
extracted included the bibliographic details of the study, setting, study design, 
phenomena under study, theoretical framework used, time period of 
measurement, country of study, sample selection and justification, sample 
characteristics and suitability to study, outcome criteria, data collection 
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methods, explanation of data elicitation, role of researcher in data collection, 
evidence of reflexivity, data analysis methods and suitability, emerging 
themes, exploration of potential researcher bias and reported implications of 
the study. 
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3.6  Intervention studies ?ƌĞƐƵůƚƐ: Attitude change after an intervention 
Twenty-seven studies investigated whether attitudes changed after an 
educational or training intervention. The following information is presented 
(see Table 3) to summarise each study:   
No.: Study number (labelled 1-27).  
Authors: Name of authors of study and year published. 
Demographics: Number of participants, year in medical school (for medical 
students) or postgraduate training year (PGY; for doctors) and job role (for 
doctors), country of study. 
Study design: Preintervention and postintervention measurement, use of 
comparison group, randomisation of allocation to comparison group. 
Intervention: Description of intervention for experimental and comparison 
groups, frequency and duration of delivery. 
Intervention content: Whether content was solely knowledge building, or 
included an empathy-fostering component as part or all of the intervention 
Attitude assessment: Measure used (noting any modifications to established 
measures), number of questions in measure, response format and scoring 
range. 
Response rates: Percentage of people who returned questionnaires. 
Attitude scores: Mean attitude assessment scores and standard deviations for 
experimental and comparison groups, inferential statistics for difference 
between experimental and comparison groups. 
Change: Positive change, negative change, or no change as described by 
authors. 
Main threats to validity and reliability: Weaknesses in the study design, 
implementation and reporting regarding effects including selection/attrition, 
history, maturation, instrumentation, testing, and statistical. 
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Table 3. 
Characteristics of studies investigating attitudes toward older patients before and after an intervention designed to influence attitudes in 
doctors and medical students 
No. Authors Demogra-
phics 
Study 
design 
Intervention Intervention 
content 
Attitude 
assessment 
Respon-
se 
rates (%) 
Attitude  
scores 
Change Main threats to validity 
and reliability  
1 Baum & 
Nelson 
(2007) 
67 doctors 
(PGY1*), 
United 
States 
Single 
group 
Pretest- 
Posttest  
(8 cohorts, 
over 8 
years) 
Geriatrics 
rotation, 12 
months, 
Knowledge-
building 
Maxwell-
Sullivan 
Attitude Scale, 
28 item, 5-point 
response, score 
range =1(neg) 
to 5(pos) 
Pre** 
and post 
=82.7 
Pre M***=3.6  
Post M=3.7   
Within group 
difference, 
p<.001 
Positive Statistical: Used data 
from drop-outs and 
some participants did 
not receive pretest 
questionnaire, but 
authors reported using a 
paired samples statistical 
test; no power analyses 
or sample size 
justification. 
History & Maturation: 
No comparison group; 
no investigation about 
equivalence of each 
cohort over the 8 year 
period, no demographic 
information provided. 
2 
 
Bernard, 
McAuley, 
Belzer, & 
Neal 
(2003) 
225 
medical 
students 
(1MS**** 
and 2MS), 
United 
Pretest-
Posttest 
with 
comparis-
on group 
 
Healthy 
Seniors 
mentorship 
program, 
intermittent 
over 2 years 
Empathy-
fostering 
(mentoring) 
Aging Semantic 
Differential, 32-
item, 7-point 
Likert scale, 
score range 
=1(neg) to 
Pre and 
post 
=74.0 to 
79.1 
Experimental: 
Pre M=3.45  
Post M=3.85  
 
Comparison:  
Pre M=3.42  
Positive Selection: Follow-up 
questionnaire attrition 
was 23.5%; comparison 
group was in different 
year group to 
experimental group; 
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States (experimental) 
Vs.  no 
exposure 
(comparison) 
over 1 year 
7(pos)  Post M=3.59  
Within group 
difference, 
p<.01 
comparison group 
studied over 1 year 
compared to 2 years for 
experimental group, 
with no justification. 
Statistical: No power 
analyses reported.   
3 Carmel, 
Cwikel, & 
Galinsky 
(1992) 
47 medical 
students 
(1MS), 
Israel 
Single 
group 
Pretest-
Posttest, 
with 
follow-up 
(3-6 
months 
after 
posttest) 
Geriatrics 
course, 
intermittent 
25 hours in 
total, over 
approximately 
1 year 
Empathy-
fostering 
(informal 
contact) 
Locally 
developed  W 
ratio of 
unpleasant/ 
pleasant 
descriptors for 
older adults, 
score range 
=larger 
score(neg) 
Pre and 
post and 
follow-
up 
=62.6 
Pre M=1.20  
Post M=1.28  
Follow-up 
M=1.44,  
Within group 
difference, NS 
No 
change 
History: Did not measure 
course attendance. 
History & Maturation: 
No comparison group. 
Instrumentation: No 
validity or reliability 
information for new 
measure. 
Statistical: Small sample 
(average group size was 
42 participants) and no 
power analyses 
reported. 
4 Deary, 
Smith, 
Mitchell, & 
MacLenn-
an (1993) 
133 
medical 
students 
(4MS and 
5MS), 
United 
Kingdom 
Separate 
sample 
pretest-
posttest 
Geriatric 
course with 
attached 
geriatric 
rotation, 4 
weeks 
Knowledge-
building 
Locally 
developed, 15-
item, 2 factor 
scale,  
Factor 1: 
negative 
attitudes, score 
range 
=0(pos) to 
9(neg) 
 
Pre and 
post 
=unclear 
 
Factor 1: 
Negative 
attitudes 
Pre M=2.02  
Post M=1.34  
Within group 
difference, 
p<.001. 
 
Factor 2:  
medical 
Positive History: No comparison 
group. 
Selection: Response 
rates not reported; 
different pretest and 
posttest groups without 
matching or 
randomisation. 
Instrumentation: No 
validity or reliability 
information for new 
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Factor 2: 
Medical 
intervention, 
score range 
=0(pos) to 
6(neg) 
intervention  
Pre M=1.92  
Post M=1.57 
Within group 
difference, NS 
questionnaire reported. 
Statistical: No power 
analyses or justification 
of sample size.   
5 Diachun, 
Dumbrell, 
Byrne, & 
Esbaugh 
(2006) 
42  
medical 
students 
(1MS), 
Canada 
Posttest 
and 
follow-up 
(1 year 
after 
posttest) 
with 
comparis-
on group  
Geriatrics 
course, 
Experiential 
learning 
(experimental) 
vs. didactic 
learning 
(comparison), 
3 hours. 
Empathy-
fostering 
(ageing 
simulation) 
Modified 
Palmore Bias 
score (1977)  
- minor changes 
to fit Canadian 
context, 20-
item, true-false 
response, score 
range  
=-15(neg) to 
+5(pos) 
Post and 
follow-
up 
=unclear 
 
Used 
(from 
follow-
up) 
=42 
Experimental:  
Post M=-3.50  
Follow-up  
M=-4.58  
 
Comparison:  
Post M=-4.06  
Follow-up  
M=-3.94 
Between group 
difference, NS 
No 
change 
Selection: 42 
questionnaires used out 
of 100; full response rate 
data not given; did not 
report equivalence of 
used and unused data 
(e.g. demographics). 
Statistical: Very small 
sample (group sizes 
were 17 and 25); no 
power analyses or 
justification of sample 
size.   
History & Maturation: 
Tests taken one year 
after learning session, 
matching relied on 
participants ? memory of 
which course they 
attended and 
contributed to the large 
attrition rate.  
Instrumentation: 
WĂůŵŽƌĞ ?ƐďŝĂƐƐĐŽƌĞƐ
have previously 
  
67 3. SYSTEMATIC SEARCH AND REVIEW 
 
demonstrated a weak 
relationship with other 
attitude measures such 
as the Aging Semantic 
Differential (Holtzman & 
Beck, 1979). 
6 Diachun, 
Van 
Bussel, 
Hansen, 
Charise, & 
Rieder 
(2010) 
262 
medical 
students 
(3MS), 
Canada 
Pretest-
Posttest 
with 
comparis-
on group  
 
Geriatric 
rotation 
(experimental) 
vs. 
nongeriatric 
rotation 
(comparison), 
2 weeks 
Knowledge-
building 
Modified UCLA 
Geriatric 
Attitudes Scale 
(minor changes 
to fit Canadian 
context), 14-
item, 5-point 
Likert scale,  
score range 
=1(neg) to 
5(pos) 
Pre and 
post 
=67.4 
Experimental: 
Pre M=3.72  
Post M=3.58  
 
Comparison:  
Pre M=3.69  
Post M=3.46 
Between group 
difference, NS 
No 
change 
None found. 
 
7 Duke, 
Cohen, & 
Novack 
(2009) 
55 medical 
students 
(1MS), 
United 
States 
Single 
group 
Pretest- 
Posttest 
Seniors 
mentoring 
program, 
intermittent 
over 1 year 
Empathy-
fostering 
(mentoring) 
Modified UCLA 
Geriatric 
Attitudes Scale - 
changed 
wording to 
future tense, 11 
items (reduced 
from 14), 5-
point Likert 
scale, 
score range 
=1(pos) to 
5(neg) 
Pre and 
post 
=77.5 
 
 
 
Pre M=1.5  
Post M=1.3  
Within group 
difference, 
p<.01 
Positive  History & Maturation: 
No comparison group. 
Instrumentation: 
Removed 3 items from 
questionnaire without 
explanation; did not 
report alpha coefficients 
for modified 
questionnaire.  
Statistical: Small sample 
with no power analyses 
or justification of sample 
size.   
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8 Eskildsen 
& Flacker 
(2009) 
129  
medical 
students 
(1MS), 
United 
States 
Single 
group 
Pretest- 
Posttest 
Geriatric 
course, 1 
week. 
Empathy-
fostering 
(informal 
contact) 
UCLA  Geriatric 
Attitudes Scale, 
14-item, 5-point 
Likert scale, 
score range 
=1(neg) to 
5(pos)  
 
Pre and 
post 
=99.2 
 
 
 
Pre M=3.7 
Post M=3.8  
Within group 
difference, 
p<001  
 
 
Positive History: No comparison 
group. 
Statistical: No power 
analyses or justification 
of sample size.   
 
 
9 Fields,  
Jutagir, 
Adelman, 
Tideiksarr, 
& Olson 
(1992) 
127 
medical 
students 
(4MS), 
United 
States. 
Single 
group 
Pretest- 
Posttest 
Geriatrics 
Rotation, 4 
weeks. 
Knowledge-
building 
Aging Semantic 
Differential, 32-
item, 7-point 
Likert scale, 
score range 
=32(pos) to 
224(neg) 
Pre and 
post 
=unclear 
Pre M=130.5  
Post M=126.6 
Within group 
difference, NS 
No 
change  
History: No comparison 
group. 
Statistical: Unequal 
group sizes (54, 53, 20) 
with no report of 
statistical treatment or 
correction; no power 
analyses or justification 
of sample size.   
Selection: Response 
rates unclear. 
 
10 Gonzales, 
Morrow-
Howell, & 
Gilbert 
(2010) 
208 
medical 
students 
(1MS and 
2MS), 
United 
States. 
Pretest-
Posttest 
with 
comparis-
on group 
 
Healthy 
Seniors 
mentorship 
program, four 
2-hour 
sessions 
(experimental) 
vs. no 
exposure 
(comparison) 
over 1 year. 
Empathy-
fostering 
(mentoring) 
Refined Aging 
Semantic 
Differential 
(Polizzi, 2003), 
24-item, 7-point 
Likert scale, 
score range 
=24(pos) to 
168(neg) 
Pre and 
post 
=unclear 
 
Used 
=70.8 to 
76.8 
Experimental:  
Post M 
(corrected for 
pretest scores) 
=67.3 
 
Comparison 
Post M 
(corrected for 
pretest scores) 
=74.0  
Positive 
 
History & Settings: 
Intervention conducted 
at 8 different sites, but 
differences in 
intervention processes 
not investigated nor 
measured; intervention 
compliance not 
investigated. 
Selection: Did not fully 
report response rates, 
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Between group 
difference, 
p<.001. 
Attrition: Does not justify 
why 9.5% to 12.8% of 
post questionnaires 
were not used in 
analysis. 
Statistical: No power 
analyses or justification 
of sample size.   
11 Hughes et 
al. (2008) 
70 medical 
students 
(4MS), 
United 
Kingdom. 
Single 
group 
Pretest- 
Posttest 
Geriatric 
course 
incorporating 
clinical 
training, 8 
days. 
Knowledge-
building 
Modified UCLA 
Geriatric 
Attitudes Scale - 
minor changes 
to fit UK 
context, 14-
item, 5-point 
Likert scale, 
score range 
=1(neg) to 
5(pos) 
Pre and 
post 
=85.3 
 
Used 
=58.3 
Pre M=3.9 
Post M=3.9, 
Within group 
difference, NS 
 
No 
change 
 
History: No comparison 
group. 
Attrition: Approximately 
40% of the sample chose 
to remain anonymous 
and their results could 
not be matched from 
preintervention to 
postintervention and 
were not used in 
comparison. 
12 Intrieri, 
Kelly, 
Brown, & 
Castilla 
(1993) 
96 medical 
students 
(3MS), 
United 
States. 
Pretest-
Posttest 
with 
comparis-
on group 
 
Psychiatry 
clinical 
rotation with 
gerontology 
training 
programme 
(experimental) 
vs. same 
rotation 
without 
gerontology 
programme 
Empathy-
fostering 
(ageing 
simulation) 
Aging Semantic 
Differential, 32-
item, 7-point 
Likert scale, 
score range 
=32(pos) to 
224(neg) 
Pre and 
post 
=94.1 
 
 
Experimental: 
Pre M =128.9  
Post M=118.1  
 
Comparison: 
Pre M =123.9  
Post M =124.1 
Between group 
difference, 
p<.01 
Positive  Statistical: No power 
analyses or justification 
of sample size.   
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(comparison), 
6 weeks. 
13 Lee, 
Reuben, & 
Farrell 
(2005) 
61 doctors 
(geriatrics 
fellows), 
United 
States 
Single 
group 
Pretest-
posttest 
Geriatric 
medicine 
fellowship 
training, 1 
year. 
Knowledge-
building 
UCLA Geriatrics 
Attitudes Scale, 
14-item, 5-item 
Likert scale, 
score range 
=1(neg) to 
5(pos) 
Pre and 
post 
=55.1 
Pre M=4.1 
 
Post M=4.0 
Within group 
difference, NS 
No 
change 
Statistical: Small and 
unequal group sizes (54, 
38 participants) with no 
power analyses or 
justification of sample 
size.   
 
14 Lindberg & 
Sullivan 
(1996)  
93 doctors 
(PGY1, 
PGY2, and 
PGY3), 
United 
States. 
Multiple 
treatment 
groups 
with 
random 
assignme-
nt, pretest-
posttest 
 
Geriatrics 
rotation with 
attending 
geriatrician 
(full 
experimental) 
vs. same 
rotation 
without 
attending 
geriatrician 
(quasi-
experimental) 
vs. no 
exposure to 
rotation 
(comparison), 
4 weeks. 
Knowledge-
building 
Modified 
Maxwell-
Sullivan 
Attitude Scale, 
24-item 
(reduced from 
28), 5-point 
response, score 
range 
=1(neg) to 
5(pos) 
 
Pre and 
post 
=93.9 
 
 
Full 
experimental: 
Pre M=3.7 
Post M=3.9 
 
Quasi-
experimental: 
Pre M=3.6 
Post M=3.7 
 
Comparison: 
Pre M=3.7 
Post M=3.7 
Between groups 
difference, NS 
 
No 
change 
Instrumentation: Does 
not say explain or justify 
why MSAS was modified, 
does not report alpha 
coefficients for modified 
questionnaire.  
Statistical: Small and 
unequal group sizes (44, 
25, 24 participants) with 
no power analyses or 
justification of sample 
size.   
 
15 Linn & 
Zeppa 
(1987) 
179 
medical 
students 
(3MS), 
Single 
group 
Pretest- 
Posttest  
Surgical 
rotation, 12 
weeks 
Knowledge-
building 
Locally 
developed 22-
item measure, 
4-point scale, 
Pre and 
post 
=unclear 
Factor 1: 
Old people 
Pre M=26.4 
Post M=27.1  
Positive 
 
Selection: Response rate 
data not given. 
History: No comparison 
group. 
  
71 3. SYSTEMATIC SEARCH AND REVIEW 
 
United 
States 
scoring =higher 
scores are more 
positive, 3 
factors,  
Factor 1: 
Attitudes 
toward old 
people, Factor 
2: Treating old 
people, Factor 
3: Surgery in the 
elderly, 
 
 
Within group 
difference, NS 
 
Factor 2:  
Treating old 
people 
Pre M=10.1 
Post M=10.6 
Within group 
difference, 
p<.01 
 
Factor 3: 
Surgery in 
elderly 
Pre M=22.1 
Post M=23.7 
Within group 
difference, 
p<.001  
Instrumentation: No 
validity or reliability 
information for new 
measure. 
Statistical: No power 
analyses or justification 
of sample size.   
 
16 Lorraine, 
Allen, 
Lockett, & 
Rutledge 
(1998) 
100 
medical 
students 
(4MS), 
United 
States 
Single 
group 
Pretest-
Posttes 
Ageing 
Simulation 
workshop, (3 
hours) as part 
of geriatrics 
clerkship 2 
weeks. 
Empathy-
fostering 
(ageing 
simulation) 
Aging Semantic 
Differential, 32-
item, 7-point 
Likert scale, 
score range 
=32(pos) to 
224(neg) 
 
Pre and 
post 
=100 
 
Pre M=171.6 
Post M= 148.7 
Within group 
difference, 
p<.001 
Positive History: No comparison 
group. 
Testing: Did not specify 
when pretest was 
conducted (i.e. before 
ageing simulation or 
before clerkship). 
17 Lu, 
Hoffman, 
Hosokawa, 
137 
medical 
students 
Pretest-
Posttest 
with 
Healthy 
Seniors 
mentorship 
Empathy-
fostering 
(mentoring) 
Aging Semantic 
Differential, 32-
item, 7-point 
Pre and 
post 
=71.4 
Experimental: 
Pre M=116.2 
Post M=107.9 
No 
change 
Selection: Participants 
self-selected to 
experimental group; only 
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Gray, & 
Zweig 
(2010) 
(1MS), 
United 
States 
nonrand-
omised 
comparis-
on group 
 
programme 
(experimental) 
vs. no 
exposure 
(comparison), 
1 year 
Likert scale, 
score range 
=32(pos) to 
224(neg) 
Within group 
difference, NS 
 
Comparison: 
Pre M=118.7 
Post M=115.1 
Within group 
difference, NS 
34 per cent agreed to 
join experimental group. 
Statistical: Unequal 
group sizes (46, 91 
participants) with no 
power analyses or 
justification of sample 
size.   
 
 
18 MacKnight 
& Powell 
(2001) 
83 medical 
students 
(1MS), 
Canada 
Single 
group 
Pretest- 
Posttest 
Geriatrics 
course, 
6 hours, over 
approximately 
1 week 
Empathy-
fostering 
(informal 
contact) 
Form A of the 
Opinions about 
People 
questionnaire, 
32 statements, 
9-point Likert 
scale, with 
seven factors: 
(A1) realistic 
toughness 
toward ageing, 
(A2) denial of 
the effects of 
ageing, (A3) 
anxiety about 
ageing, (A4) 
social distance 
to the old, (A5) 
family 
responsibility, 
(A6) public 
Pre and 
post 
=unclear 
 
A1 Pre M=96.1 
     Post M=93.0 
A2 Pre M=17.0 
     Post M=14.6 
A3 Pre M=65.2 
     Post M=67.7 
A4 Pre M=128.2 
    Post M=131.3 
A5 Pre M=96.4 
     Post M=97.1 
A6 Pre M=61.3 
     Post M=58.4 
A7 Pre M=58.2 
     Post M=53.9 
Within group 
difference, A2 
and A7 p<.01.  
All others, NS 
 
Negative  History: No comparison 
group. 
Selection: Did not fully 
report response rates. 
Statistical: Ran repeated 
t-tests on the same data 
without reporting 
statistical correction to 
significance levels; no 
power analyses or 
justification of sample 
size.   
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responsibility, 
(A7) 
unfavourable 
stereotypes. 
Scoring=lower 
scores (neg) 
19 Neiman, 
Vernon, & 
Horner 
(1992) 
105 
medical 
students 
(2MS), 
United 
States 
Single 
group 
Pretest- 
Posttest 
Geriatrics 
course, 
intermittent 
over 2 
semesters. 
Knowledge-
building 
Locally 
developed 45-
item, 5-point 
Likert scale, 
score range 
1(neg) to 5(pos) 
Pre and 
post 
=77.2 
Pre M=3.7 
Post M=3.7 
Within group 
difference, NS 
No 
change 
 
History & Maturation: 
No comparison group. 
Instrumentation: No 
validity or reliability 
information for new 
measure.  
Statistical: No power 
analyses or justification 
of sample size.   
20 Pacala, 
Boult, 
Bland, & 
K ?ƌŝĞŶ
(1995) 
55 medical 
students 
(4MS), 
United 
States 
Pretest-
Posttest 
with 
comparis-
on group 
Ageing 
simulation 
workshop 
(experimental) 
vs. no 
exposure 
(comparison), 
3 hours. 
Empathy- 
fostering 
(ageing 
simulation) 
Aging Semantic 
Differential, 32-
item, 7-point 
Likert scale, 
score range 
=32(neg) to 
224(pos) 
 
Modified 
Maxwell-
Sullivan 
Attitude Scale, 
(7-items from 
this scale, and 2 
additional 
locally 
Pre and 
post 
=77.5 
ASD- 
Experimental:  
Pre M=130.8 
Post M=134.0 
 
Comparison: 
Pre M=138.2 
Post M=137.1 
Between group 
difference, NS 
 
MSAS- 
Experimental: 
Pre M= 35.6 
Post M= 37.2 
 
Positive Selection: Differences 
between experimental 
and comparison groups 
at pretest; self-selection 
to experimental or 
comparison condition. 
Instrumentation: MSAS 
questionnaire was 
modified but no alpha 
coefficients reported. 
Statistical: Repeated t-
tests were used as 
opposed to ANOVA or 
ANCOVA; small and 
unequal group sizes (16, 
39 participants) with no 
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developed 
items, 5-point 
Likert scale,  
score range 
=9(neg) to 
45(pos) 
 
 
Comparison: 
Pre M= 34.2 
Post M= 33.1 
Between group 
difference, 
p<.01 
 
power analyses or 
justification of sample 
size.   
 
 
21 Shue, 
McNeley, 
& Arnold 
(2005) 
161 
medical 
students 
(1MS), 
United 
States 
Pretest-
Posttest 
with 
comparis-
on group 
(posttest 
only) 
Healthy older 
people 
Mentorship 
programme, 
at least 14 1-
hour visits 
over 1 year. 
Empathy-
fostering 
(mentoring) 
Modified 
Maxwell-
Sullivan 
Attitude Scale, 
(reduced from 
28 to 16-items), 
5-point Likert 
scale,  score 
range 
=16(neg) to 
80(pos) 
Pre and 
post 
=88.0 to 
97.0 
Experimental: 
Pre M= 62.0 
Post M= 66.5 
Within group 
difference, 
p<.01 
 
 
Comparison:  
Post M= 64.0 
Between group 
difference, NS 
No 
change 
Testing: No pretest for 
comparison group to 
check group equivalence 
in demographics. 
Statistical: No power 
analyses.   
 
22 Stewart, 
Eleazer, 
Boland, & 
Wieland 
(2007) 
At least 
277 
medical 
students 
(year 
groups 
unclear), 
United 
States 
Multiple 
treatment 
groups, 
pretest-
posttest 
(and 
additional 
follow-up 
for one 
group) 
New medical 
school 
curriculum, 
Groups 
received 
partial 
treatment 
over 2 years 
(quasi- 
experimental:
cohorts 1 & 2), 
Empathy-
fostering 
(informal 
contact) 
Modified Aging 
Semantic 
Differential 
(reduced from 
7-point to 5-
point Likert 
scale) 32-item, 
score range 
=1(pos) to 
5(neg) 
 
Pre and 
post 
=unclear 
 
Follow-
up 
=unclear 
Cohort 1 (Quasi-
experimental): 
   Pre M=2.8 
   Post M=2.8 
Within group   
difference, NS 
 
Cohort 2 (Quasi-
experimental): 
   Pre M=2.8 
   Post 2 M=2.9 
Positive  Instrumentation: 
Responding bias (71% of 
all response were 
neutral), modified 5-
point scale may have 
constricted responding; 
modification of response 
format was not justified  
Selection: Response rate 
data not reported; 
number of participants 
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vs. full 
treatment 
over 4 years 
(experimental: 
cohorts 3 & 4) 
Within group 
difference, NS 
 
Cohort 3 
(experimental): 
   Pre M=2.9 
   Post M=2.8 
   Follow-up 
M=2.7 
Within group 
difference, 
p<.05 
 
Cohort 4 
(experimental): 
   Pre M=2.9 
   Post 2 M=2.7 
Within group 
difference, 
p<.01 
in each cohort not 
reported.  
Statistical: Conducted 
over 20 t-tests on the 
same data without 
reporting correction of 
significance level; no 
power analyses or 
justification of sample 
size.   
 
 
23 Van Zuilen, 
Rubert, 
Silverman, 
& Lewis 
(2001) 
288 
medical 
students 
(3MS and 
4MS), 
United 
States 
Single 
group 
Pretest- 
Posttest 
Geriatrics 
course 
including 
rotation, 2 
weeks 
Knowledge-
building 
WĂůŵŽƌĞ ?ƐŝĂƐ
Score FAQ1, 25-
items, true-false 
format, score 
range =  
-100(neg) to 
100(pos) 
 
FAQ2, 25-items, 
true-false 
format, score 
Pre and 
post 
=unclear 
 
FAQ1 
Pre M=-6.9 
Post M=-20.4 
Within group 
difference, 
p<.001 
 
FAQ2 
Pre M=-19.7 
Post M=-26.3 
Within group 
Negative  History: No comparison 
group. 
Selection: Response rate 
data not reported. 
Instrumentation: 
WĂůŵŽƌĞ ?ƐďŝĂƐƐĐŽƌĞƐ
have previously 
demonstrated a weak 
relationship with other 
attitude measures such 
as the Aging Semantic 
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range = 
-100(neg) to 
100(pos) 
 
difference, 
p<.001 
 
Differential (Holtzman & 
Beck, 1979). 
Statistical: No power 
analyses. 
24 Warren, 
Painter, & 
Rudisill 
(1983) 
80 medical 
students 
(3MS), 
United 
States 
Single 
group 
Pretest- 
Posttest 
Geriatrics 
training 
programme, 
including 
Geriatrics 
rotation, 6 
weeks 
Empathy-
fostering 
(ageing 
simulation) 
Locally 
developed, 25 
item, 4-point 
Likert, score 
range =25(neg) 
to 100(pos) 
Pre and 
post 
=100 
 
Used 
=88.8 
Pre M=72.6 
Post M=77.3 
Within group 
difference, 
p<.001 
Positive 
 
History: No comparison 
group. 
Instrumentation: No 
validity or reliability 
information for new 
measure.  
Statistical: No power 
analyses or justification 
of sample size.   
25 Wilkinson, 
Gower, & 
Sainsbury 
(2002) 
186 
medical 
students 
(2MS), 
New 
Zealand 
Pretest-
Posttest  
with 
comparis-
on group 
Community 
contact 
programme, 
allocated to 
older people 
(experimental) 
or non-older 
people 
(comparison), 
1 week 
Empathy-
fostering 
(informal 
contact) 
Modified Aging 
Semantic 
Differential 
(Polizzi & Steitz, 
1998) 32-item, 
7-point Likert 
scale, score 
range 
=32(pos) to 
224(neg) 
Pre and 
post 
=100 
 
Experimental: 
Pre M=121.7 
Post M=108.4 
Within group 
difference on all 
3 subscales of 
ASD, p<.01 
 
Comparison: 
Pre M=118.2 
Post M=115.7 
Within group 
difference on 2 
subscales of 
ASD, NS. 
Instrumental-
Ineffective 
subscale, p<0.01 
Positive Statistical: No power 
analyses or justification 
of sample size.   
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*PGY signifies postgraduate year, during which the respondent is a doctor. (e.g. PGY1 signifies the first year as a doctor after qualifying from medical school, PGY2 signifies 
the second year and so on) 
** pre=pretest, post=posttest 
***M=mean score 
****MS=Medical student (e.g. 1MS= Year 1 medical student, 2MS=Year 2 medical student) 
26 Wilson & 
Glamser 
(1982) 
82 medical 
students 
(1MS), 
United 
States  
Single 
group 
Pretest- 
Posttest 
Geriatrics 
course, 2 days 
over 2 weeks 
Empathy-
fostering 
(informal 
contact) 
Aging Semantic 
Differential, 32-
item, 7-point 
Likert scale, 
score range 
=32(pos) to 
224(neg). 
Pre and 
post  
=unclear 
Pre M=130.7 
Post M=120.2 
Within group 
difference, 
p<.001 
Positive  History & Maturation: 
No comparison group, 
posttests taken semester 
after end of course. 
Selection: Attrition to 
posttest was 26%; full 
response rate data not 
given. 
Statistical: No power 
analyses or justification 
of sample size.  
 
27 Zwahlen, 
Herman, 
Smithpet-
er, Mines, 
& 
Kalishman 
(2010) 
347 
medical 
students 
(1MS, 
2MS, 3MS, 
4MS, and 
5MS), 
United 
States 
Single 
group, 
pretest, 
partial-
exposure, 
and 
posttest 
 
New medical 
school 
curriculum: 
Full exposure 
of 2 years 
(experimental) 
Partial 
exposure after 
1 year (Quasi- 
experimental), 
and 
Preimplemen-
tation 
(comparison)  
Knowledge-
building 
UCLA  Geriatric 
Attitudes Scale, 
14-item, 5-point 
Likert scale, 
score range 
=1(neg) to 
5(pos) 
Pre and 
post 
=80.1 
Experimental:  
M=3.6 
 
Quasi-
experimental: 
M=3.8 
 
Comparison:  
M=3.6 
Between group 
difference, NS 
No 
change 
Selection: Equivalence of 
groups (before 
intervention) not 
reported.  
Statistical: No power 
analyses. 
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Table 4. 
/ŶƚĞƌǀĞŶƚŝŽŶƐƚƵĚŝĞƐ ?ĂƚƚŝƚƵĚĞĐŚĂŶŐĞƐĂĐĐŽƌĚŝŶŐƚŽ study characteristics 
 
Characteristics                 Positive change           No positive 
change 
              n = 14           n = 13 
 
Type of intervention 
Rotation       2   4 
Course       5   5 
Course and rotation     4   2 
Mentoring      3   2 
Duration of intervention 
^ŚŽƌƚ ?A? ?ǁĞĞŬƐ ?     5   5 
Medium (2 weeks to 6 months)    4   2 
Long (>6 months)     5   6 
Participants 
1st and 2nd year medical students   6   6 
3rd, 4th and 5th year medical students   6   4 
All years      0   1 
Doctors only      1   2 
Data missing      1   0 
Groups  
No comparison group     8   7 
Comparison group     6   6 
  Randomised to groups   1   3 
  Not randomised to groups   5   3 
Focus of questionnaire 
Older people in general    9   6 
Older patients      5   7 
Validity statistics of questionnaire  
Known       10   7 
Unknown      4   6 
Methodological Quality 
Poor       4   3 
Acceptable      10   10 
Response rates 
Fully reported      9   9 
Not fully reported     5   4 
Intervention focus 
Knowledge-building only    3a   8a 
   i) Methodologically poor studies removed  2   7 
   ii) Studies using unvalidated questionnaires  
removed      0   5 
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   iii) both i) and ii) above removed   0   4 
Empathy-fostering     11a   5a 
   i) Methodologically poor studies removed  8   3 
   ii) Studies using unvalidated questionnaires  
removed      10   2 
   iii) both i) and ii) above removed   7   1 
 
ap=.03 
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3.6.1 Quality of intervention studies 
All 27 intervention studies were examined for strengths and weaknesses 
using the data assessment tool (see Section 3.5.3.1). Findings concerning the 
quality of the studies are discussed below. 
 
3.6.1.1   Sampling issues 
Nine of the 27 studies failed to provide full response rate data which could 
mask selection and attrition effects. One of the most common issues in the 
quality of reporting was the absence of justification of the sample size. Only 
one study of the 27 reported a power analysis to justify the sample size 
(Hughes et al., 2008). A power analysis can indicate the sensitivity of the 
statistical tests, given a particular sample size, to detect difference or 
relationships where they exist and avoid finding differences and relationships 
where they do not exist (Murphy, Myors, & Wolach, 2012).  
 
Fifteen of the 27 studies did not use a comparison group in their design and, 
therefore, compared pretest and posttest scores from a single group. As a 
result, any difference between pretest and posttest scores may not 
necessarily be due to the intervention under investigation. This is because 
effects of factors such as having taken the test before and naturally occurring 
maturation in participants between pretest and posttest could underlie any 
observed differences (Bryman, 2012). Where a comparison group was 
employed, eight of the 12 studies did not randomly assign participants to 
groups. A number of studies allowed participants to self-select to the 
intervention group which posed a threat to validity, known as volunteer bias 
(Rosenthal & Rosnow, 1969). This is where volunteers differ from non-
volunteers and, as a result, may not be representative of the population.   
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3.6.1.2   Methodological issues in design and analyses 
Seven of the twenty-five studies suffered from methodological issues that 
may have compromised their results (Baum & Nelson, 2007; Bernard et al., 
2003; Diachun et al., 2006; Hughes et al., 2008; MacKnight & Powell, 2001; 
Pacala et al., 1995; Stewart et al., 2007). These methodological issues 
included using paired statistical tests on data which were not exclusively 
paired (Baum & Nelson, 2007), conducting over twenty t-tests without 
evidence of correcting alpha levels (MacKnight & Powell, 2001; Pacala et al., 
1995), comparing a two-year intervention group with changes in a 
comparison group over one year (Bernard et al., 2003), high levels of unused 
data due to methodological issues in collection (Hughes et al., 2008; Diachun 
et al., 2006), and major changes of the response format of a previously tested 
questionnaire without piloting (Stewart et al., 2007). These seven studies 
were flagged as having poor methodological quality (see Table 4) as these 
methodological limitations may have compromised the results of the study.  
 
Sensitivity analysis showed that removing the studies with methodological 
limitations did not change the ratio of positive to non-positive results across 
all studies. Therefore, studies with compromised methodology did not show 
marked differences in finding positive or no positive attitude change.  
 
3.6.1.3   Validity of attitude measures 
Six studies used locally-developed questionnaires but did not report any 
ĚĞƚĂŝůƐƌĞŐĂƌĚŝŶŐƚŚĞŵĞĂƐƵƌĞƐ ?ǀĂůŝĚŝƚǇ (Carmel et al., 1992; Deary et al., 
1993; Linn & Zeppa, 1987; Neimon et al., 1992; Pacala et al., 1995; Warren et 
al., 1983). Therefore, it is unknown what the resulting scores actually 
represent.  
 
An investigation of the validity of established questionnaires used, revealed 
further problems. The Maxwell-Sullivan Attitude Survey (Maxwell & Sullivan, 
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1980) is composed of 5 categories, which some authors refer to as factors or 
subscales, but these categories were never validated, such as by subjecting 
them to a factor analysis (Stewart, Roberts, Eleazer, Boland, & Wieland, 2006). 
Furthermore, the validity statistics of the overall measure are not known 
(Hollar, Roberts, & Busby-Whitehead, 2011).  
 
WĂůŵŽƌĞ ?ƐďŝĂƐƐĐŽƌĞƐĚĞƌŝǀĞĨƌŽŵƚŚĞĂƵƚŚŽƌ ?Ɛ ‘Facts on Aging Questionnaires ?
(FAQ) (1977; FAQ2 1981), which are both true-false measures of knowledge 
about older people, not attitudes. Furthermore, the extent to which 
WĂůŵŽƌĞ ?Ɛ&Y (1977) and FAQ2 (1981) are valid measures of knowledge 
about older people has been called into question (Miller & Dodder, 1980). 
<ůĞŵŵĂĐŬ ?Ɛ ? ? ? ? ? ?ĂŶĂůǇƐŝƐof the FAQ (1977) revealed seven of the twenty-
five items to have little utility due to low levels of discriminatory power, such 
that they would normally be rejected in a standardised test (Nunnally, 1978). 
The extent to which WĂůŵŽƌĞ ?ƐďŝĂƐƐĐŽƌĞƐ ?from the FAQ, 1977; and FAQ2, 
1981) can be used to measure attitudes has not been empirically confirmed. 
ƐĂƌĞƐƵůƚ ?WĂůŵŽƌĞ ?ƐďŝĂƐƐĐŽƌĞƐ ? ? ? ? ? ? ? ? ? ? ?are not validated measures of 
attitudes.  
 
The most common measure of attitudes was the Aging Semantic Differential 
(Rosencranz & McNevin, 1969), or a modified version of this measure (e.g. 
Polizzi, 2003), which was used in ten studies. The validity of the Aging 
Semantic Differential (Rosencranz & McNevin, 1969) has also been called into 
question (Polizzi & Millikin, 2002). It has been argued that the measure is 
outdated and confusing due to the use of double-barrelled statements 
(Polizzi & Steitz, 1998). As a solution, Polizzi (2003) created a refined version 
of the Aging Semantic Differential, which attempts to reduce the confusing 
items and old-fashioned terminology. Despite this, only two of the 10 studies 
used a modified version of the measure (Gonzales et al., 2010; Wilkinson et 
al., 2002). In contrast, the UCLA Geriatrics Attitude Scale (UCLA GAS; Reuben 
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et al., 1998), which was used in six studies, has been developed for use with, 
and validated on, a sample of doctors (Reuben et al., 1998). 
 
3.6.1.4   Reliability of attitude measures  
A number of studies using locally developed measures failed to include any 
information about the reliability of the scales. Some studies significantly 
modified an established measure (Duke et al., 2009; Lindberg & Sullivan, 1996; 
Stewart et al., 2007) but failed to report reliability for the modified measure. 
The lack of information about reliability was problematic given that many of 
the studies administered the questionnaires twice, in one or more groups.  
 
In an investigation of two commonly used measures of attitudes toward older 
patients, Stewart et al. (2006) found that the reliability coefficients of UCLA 
GAS (Reuben et al., 1998)  failed to meet the 0 ? ? ?ƌŽŶďĂĐŚ ?ƐĂůƉŚĂ
coefficient criterion, which is traditionally deemed the acceptable cut-off 
point for scale reliability (Nunnally, 1978). Stewart el al. (2006) found the 
internal consistency of the measure to be problematic, evidenced by a lack of 
relationship between many of the items, as well as problematic reliability of 
the overall measure. Stewart el al. (2006) also investigated the reliability of 
the Maxwell-^ƵůůŝǀĂŶƚƚŝƚƵĚĞƐ^ƵƌǀĞǇĂŶĚƌĞƉŽƌƚĞĚŚĂǀŝŶŐ “ŶŽĐŽŶĨŝĚĞŶĐĞŝŶ
ĞŝƚŚĞƌƚŚĞƐĐĂůĞƐŽƌƚŚĞĨƵůůŵĞĂƐƵƌĞ ? ?Ɖ ? ? ? ? ?, also due to low reliability 
coefficients. 
 
3.6.1.5   Focus of attitude measures 
Across all studies, the attitude measures used differed in one major respect, 
specifically, whether the focus of investigation was older patients or older 
people in general. The Aging Semantic Differential (Rosencranz & McNevin, 
1969), WĂůŵŽƌĞ ?ƐďŝĂƐƐĐŽƌĞ ?WĂůŵore, 1977; 1981), and  ‘Form A of the 
Opinions about Older People ? scale (Ontario Welfare Council, 1971) were 
developed for the measurement of attitudes toward older people in general. 
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Items in the general older people questionnaires could be considered 
irrelevant to the older patient context (e.g. AŶĞǆĂŵƉůĞŝƚĞŵĨƌŽŵWĂůŵŽƌĞ ?Ɛ
1977 FAQ P “KůĚĞƌƉĞŽƉůĞƚĞŶĚƚŽďĞĐŽŵĞŵŽƌĞƌĞůŝŐŝŽƵƐĂƐƚŚĞǇĂŐĞ ?, p.316). 
In contrast, the UCLA GAS (Reuben et al., 1998), and the Maxwell-Sullivan 
Attitudes Survey (1980) measure attitudes toward older patients (e.g. An 
ĞǆĂŵƉůĞŝƚĞŵĨƌŽŵƚŚĞZĞƵďĞŶĞƚĂů ? ?Ɛ ? ? ? ?h>'^ P “dĂŬŝŶŐĂŵĞĚŝĐĂů
ŚŝƐƚŽƌǇĨƌŽŵĂŶĞůĚĞƌůǇƉĂƚŝĞŶƚŝƐĨƌĞƋƵĞŶƚůǇĂŶŽƌĚĞĂů ?, p.1430). It cannot be 
assumed that a medical student or doctor who expresses negative attitudes 
toward older people in general will hold the same attitudes toward older 
patients.  
 
Typically, the studies included in this review employed an intervention 
designed around the older patient (such as geriatrics rotations or geriatrics 
courses). However, 15 of the 27 studies used an attitude measure that 
referred to the older person in general. These two targets (older patient 
versus older person) are likely to differ, as older patients are typically older, 
frailer and more ill than an older person in the general population. It is quite 
possible that the participants may have had different mental representations 
of an older person versus an older patient. For studies using general older 
people questionnaires, there was typically a mismatch between the area of 
interest (older patients), as described in the introduction and discussion 
sections of the study articles, and the focus of the attitude measure (older 
people in general). The difference in the focus of investigation between older 
people and older patients is rarely addressed in studies, despite being a 
conceptually relevant issue. 
 
3.6.2  Findings of intervention studies 
Of the 27 studies, 24 investigated the attitudes of medical students. Two of 
these 24 studies originated from the UK (Deary et al., 1993; Hughes et al., 
2008) ?KŶůǇƚŚƌĞĞŽĨƚŚĞŝŶƚĞƌǀĞŶƚŝŽŶƐƚƵĚŝĞƐŝŶǀĞƐƚŝŐĂƚĞĚĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐ ? 
  
85 3. SYSTEMATIC SEARCH AND REVIEW 
 
all originating from the USA (Baum & Nelson, 2007; Lee et al., 2005; Lindberg 
& Sullivan, 1996). No studies measured attitude change in UK doctors 
following intervention. 
 
Types of interventions included: (a) courses; (b) rotations; (c) course and 
rotations; and (d) mentoring. Courses were educational in nature and 
generally involved teaching medical students or doctors about core topics in 
the treatment of older patients. This includes functional loss, normal versus 
pathological ageing, and common diagnoses. Rotations, also referred to as 
clinical attachments, are a requirement of medical school and involve 
interacting with, and attending to, patients in hospital care under the 
supervision of more experienced doctors. In  ‘course and rotation ? 
interventions, each participant encountered both of these elements as part of 
the intervention. Finally, mentoring typically entailed the pairing of the 
participant with an older adult from the local community. In most cases, the 
mentoring did not address geriatric care issues, but included socialising and 
interacting with the mentor outside of the hospital environment. Statistical 
analyses revealed that positive change in attitudes was not associated with 
the intervention type (p= ? ? ? ?&ŝƐŚĞƌ ?ƐĞǆĂĐƚƚĞƐƚ ? ?  
 
The duration of interventions varied from 3 hours to 4 years. Interventions 
were categorised into short (less than two weeks), medium (2 weeks to 6 
months), and long (more than 6 months) duration. Positive attitude change 
was not associated with the duration of the intervention (p= ? ? ? ?&ŝƐŚĞƌ ?Ɛ
exact test). 
 
Statistical analyses also revealed that positive attitude change was not 
associated with the focus of the attitude measure (older patients versus older 
people; p=.45, chi-square). Positive attitude change was also not associated 
with whether the response rates were fully reported (p =.45, chi-square), 
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whether a validated questionnaire measure was used (p= ? ? ? ?&ŝƐŚĞƌ ?ƐĞǆĂĐƚ
test), or according to the methodological quality of the study (acceptable 
versus poor quality; pA? ? ? ? ?&ŝƐŚĞƌ ?ƐĞǆĂĐƚƚĞƐƚ ? ? 
 
The analyses of intervention studies did indicate one major finding, which 
concerned what the studies actually appeared to measure rather than what 
the authors claimed to have measured. Specifically, there was a lack of clear 
understanding between an intervention designed to address attitudes and an 
educational intervention designed to increase knowledge in medical students 
or doctors. A detailed look at the studies indicated that some interventions 
simply taught medical students or doctors more information about the 
medical diagnoses of the older patients, whether as part of a course or 
rotation. These were categorised (by the present researcher) as knowledge-
building interventions and tended to consist of education on topics relevant 
to geriatric care such as common diagnoses or patient presentations (e.g. 
Eskildsen & Flacker, 2009; Neimon et al., 1992). All interventions that 
consisted solely of educational information, such as older patient statistics, 
core geriatric topics and common diagnoses, or patient presentations were 
considered knowledge-building interventions (see Table 4). The results of this 
analysis indicated that in 11 studies, the interventions had solely knowledge-
building content.  Three of these studies resulted in positive change whilst 
the remaining eight showed no positive change.  
 
Sixteen studies were categorised as empathy-fostering interventions, which 
encouraged the participant to see, think or feel like an older person or patient. 
Empathy-fostering interventions included those with ageing simulations or 
mentoring with older people. Empathy-fostering interventions were 
operationalised as those that included the use of persons, materials, or 
experiences that encouraged participants to understand the emotions, 
cognitions or behaviours of the older person. The interventions had to 
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include an understanding of the person or patient outside of a solely medical 
and diagnosis-based context. Therefore, an intervention in which the 
participant conducted a mock patient interview was categorised as 
knowledge-building, because the participant was taught about the patient 
from a medical context, often with a diagnostic focus. These interventions 
essentially consisted of medical training for the participant to be a better 
doctor, now or in the future. However, if the participant was to meet an older 
person or patient as part of an intervention and had to speak to them about 
their life, their coping, and what challenges they face as a result of ageing, 
this intervention was categorised as empathy-fostering. In these 
interventions, the participants were not required to search for diagnoses, but 
had to listen and learn about the experiences of the older person. 
 
Of these 16 empathy-fostering studies, 11 showed positive change after an 
intervention and five did not. Statistical analyses revealed that positive 
attitude change was associated with the intervention content (p=.03, chi-
square). Studies that included an intervention with an empathy-fostering 
component, either on its own, or in addition to any knowledge-building were 
associated with more positive attitude scores postintervention compared to 
studies with only knowledge-building intervention content.  
 
Therefore, statistical analyses revealed that the content of the intervention 
was the only variable found to be associated with attitude change. 
Interventions with an empathy-fostering component were associated with 
positive attitude score change (i.e. attitude scores became more positive 
from pretest to posttest). Of the empathy-fostering interventions, five studies 
employed a variation of the Ageing Game (McVey, Davis, & Cohen, 1989) as 
part of their intervention (Diachun et al., 2006; Intrieri et al., 1993; Lorraine 
et al., 1998; Pacala et al, 1995; Warren et al., 1983). The Ageing Game is an 
exercise in which participants experience some of the difficulties associated 
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with normal and pathological ageing, by using materials to mimic common 
age-related health issues, such as sensory loss. Typically participants may 
wear gloves to simulate tactile deficits or earplugs to simulate hearing loss 
(McVey et al., 1989). The Ageing Game is designed to encourage a participant 
to feel or understand the difficulties and frustrations that may come with 
normal or pathological ageing.  
 
Five empathy-fostering interventions consisted of a mentoring programme 
that required the participant to interact, and develop a relationship, with an 
older person who was typically well, lived independently and resided outside 
of a hospital-based environment (Bernard et al., 2003; Duke et al., 2009; 
Gonzales et al., 2010; Lu et al., 2010; Shue et al., 2005). These interventions 
encouraged the participant to learn about an older person, but not in relation 
to diagnoses or ill health. A further six studies included informal contact with 
the healthy older people which may have been as part of a course-based or 
rotation-based intervention (Carmel et al., 1992; Eskildsen &Flacker, 2009; 
MacKnight & Powell, 2001; Stewart et al., 2007; Wilkinson et al., 2002; Wilson 
& Glamser, 1982). These interventions appeared to encourage seeing the 
older person as unique, by learning about their personal history and 
experiences. These interventions did not necessarily involve many meetings 
and, therefore, were not considered mentoring, with some studies 
incorporating only a single meeting with the older person (Diachun et al., 
2006; MacKnight & Powell, 2001).  
 
The classification of intervention according to whether it was knowledge-
building or empathy-fostering is proposed as the most useful way of 
approaching the lack of consistency in study findings and to help make sense 
of such diverse study designs and findings. When participants were 
encouraged to learn about a patient case and improve their ability to 
diagnose accurately, attitude scores did not change in a positive direction. 
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However, in interventions where even a short ageing game or informal 
contact with the healthy older people was used to encourage the participant 
to understand the experience of an older person, studies were more likely to 
find positive change in attitudes from pretest to posttest.     
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3.7  Cross-sectional ƐƚƵĚŝĞƐ ?ƌĞƐƵůƚƐ: Variables related to attitudes 
Thirty-one studies investigated variables related to medical students ? and/or 
ĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients. The following information is 
presented (see Table 5) to summarise each study:   
No.: Study number (labelled 1-31).  
Authors: Name of authors of study and year published. 
Sample, setting and response rate: Number of participants, year in medical 
school (for medical students ?ůĂďĞůůĞĚ ‘D^ ?) or postgraduate training year 
(PGY) or job/role (for doctors), country of study, response rate (RR). 
Attitude assessment: Measure used (noting any modifications to established 
measures), number of questions in measure, response format and scoring 
range. 
Attitude score: Mean attitude assessment score. 
Related to attitude scores: Variables that demonstrated a significant 
relationship with attitude scores. 
Not related to attitude scores:  Variables that did not show a significant 
relationship with attitude scores. 
Main threats to validity and reliability: Weaknesses in the study design and 
implementation, which may account for differences, such as effects of 
selection, attrition, history, maturation, instrumentation, testing, and 
statistical. 
Conclusions: Details of variables authors claimed were related to attitudes 
scores.
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Table 5. 
Characteristics of studies investigating factors related to attitudes toward older patients in doctors and medical students 
No. Authors Sample, setting, 
& response rate 
(RR)  
Attitude 
assessment 
Attitude 
score 
Related to 
attitude score 
Not related to 
attitude score 
Main threats to validity 
and reliability 
Conclusions 
1 Beall, 
Baumhover, 
Simpson, & 
Pieroni 
(1991) 
30 doctors: 
PGY1 (n=9)  
PGY2 (n=12) 
PGY3 (n=9) from 
two training 
programmes, 
United States 
 
RR=47% 
<ŽŐĂŶ ?Ɛƚƚitudes 
Toward Old 
People Scale, 34-
item, 6-point 
Likert scale, score 
range, 34(neg) to 
204(pos)  
M=167.7 
 
 
None reported 
 
(1) Gender 
(2) age 
(3) undergraduate 
major 
(4) year of 
residency 
(5) knowledge 
score 
Statistical: Small group 
sizes and no power 
estimation or justification 
of sample size; unclear 
which statistical tests were 
conducted on the data. 
Variables studied 
showed no 
relationship with 
attitude scores. 
2 Belgrave, 
Lavin, 
Breslau, & 
Haug (1982) 
120 medical 
students: 
All 1MS from two 
university schools 
(n=27, and n=94),  
United States 
 
RR=80% 
Modified 
WĂůŵŽƌĞ ?ƐŝĂƐ
score (1977), 25 
items reduced to 
15 true-false, 
score range 
0(pos) to 15(neg) 
M=5.3 
 
 
(1) Attending 
research-oriented 
school  
(2) seeing 
medicine as an 
 ‘ĞǆĐŝƚŝŶŐũŽď ? 
 ? ? ? ‘ŚĞůƉŝŶŐ
ŽƚŚĞƌƐ ?ĂƐƌĞĂƐŽŶ
for medical career 
choice 
 
(1) Gender  
(2) race 
(3) age 
(4) orientation to 
authority 
(5) Medical 
College Admission 
Test (MCAT) 
verbal 
(6) MCAT 
quantitative score 
(7) preferred 
specialty 
(8) preferred 
future location 
Instrumentation: 
Reliability statistics for 
new questionnaire not 
reported; did not justify 
reduction of items in 
measure from 25 to 15; 
used knowledge 
questionnaire to measure 
ĂƚƚŝƚƵĚĞƐ ?WĂůŵŽƌĞ ?Ɛ
measure is a knowledge 
test and has previously 
demonstrated a weak 
relationship with other 
attitude measures such as 
the Aging Semantic 
Attitude scores were 
more positive for 
those attending a 
community-focused 
medical school as 
opposed to a 
research focused 
school, and those 
who reported 
entering medicine to 
help others. 
Attitudes scores were 
more negative in 
those who reported 
entering medicine 
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choice 
 
Differential (Holtzman & 
Beck, 1979). 
Statistical: Significance 
levels chosen are unclear; 
no power estimation or 
justification of sample 
size. 
because it was an 
exciting job. 
3 Cammer-
Paris, et al. 
(1997) 
330 medical 
students: 
All 1MS from 
three cohorts:  
1986 (n=109) 
1991 (n=105) 
1994 (n=116) 
from one 
university school,  
United States 
 
RR=90% 
Aging Semantic 
Differential, 32-
item, 7-point 
Likert scale, score 
range 
=32(pos) to 
224(neg) 
1986 
M=129.5  
 
1991 
M=134.7  
 
1994 
M=126.5 
 
 
(1) Age 
 
(1) Gender 
(2) exposure to a 
nursing home 
(3) previous 
undergraduate 
course in 
geriatrics. 
(4) amount of 
contact with 
older persons 
Selection: Mean attitude 
score of 1991 sample 
significantly different to 
other groups but no 
explanations sought or 
provided. 
Instrumentation: 
Additional measures used 
on 1991 and 1994 samples 
but not 1986 sample 
without providing 
justification. 
Statistical: No power 
estimation or justification 
of sample size. 
Older medical 
students had more 
positive attitude 
scores. 
4 Cheong, 
Wong, & 
Koh (2009) 
342 medical 
students:  
1MS (n=218)  
3MS (n=124) from 
one university 
school,  
Singapore 
 
RR=95% 
<ŽŐĂŶ ?Ɛƚƚitudes 
Toward Old 
People Scale, 34-
item, 6-point 
Likert scale, score 
range, 34(neg) to 
204(pos)  
1MS 
M=135.2 
  
3MS 
M=138.2 
 
 
None reported (1) Gender 
(2)  year of course 
(3) ethnicity 
(4) household 
income 
(5) having a 
doctor as a parent 
Statistical: Ran large 
number of t-tests on the 
same data without 
reporting corrections to 
significance levels; no 
power estimation or 
justification of sample 
size. 
Variables studied 
showed no 
relationship with 
attitude scores. 
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5 Chua, Chay, 
Merchant, & 
Soiza (2008) 
244 medical 
students: 
All 1MS from one 
university school, 
Singapore 
 
RR=98% 
Modified UCLA  
Geriatric 
Attitudes Scale, 
(minor changes  
to suit local 
context and 
additional 
question added), 
15 item, 5-point 
Likert scale, 
score range 
=1(neg) to 5(pos) 
M=3.6 
 
(1) Willingness to 
consider career in 
geriatric medicine  
(1) Gender 
(2) age 
(3) ethnicity 
(4) previous 
experience caring 
for older people 
 
 
Testing: Data allowed 
identification of student 
and so may have resulted 
in socially desirable 
responding (93.4% of the 
sample reported a positive 
attitude to older people). 
Statistical: No power 
estimation or justification 
of sample size. 
Medical students 
who were more 
willing to consider a 
geriatric medicine 
career had more 
positive attitude 
scores. 
6 Chumbler, 
Robbins, & 
Poplawski 
(1996) 
481 medical 
students:  
2MS (n=unclear) 
3MS (n=unclear) 
from a randomly 
selected national 
sample,  
United States 
 
RR=70% 
 
Locally 
developed, 7-
point Likert scale, 
2 factors; Factor 
1: expected 
satisfaction in 
treating older 
adults, 2-items,  
score range,  
2(neg)  to 14(pos) 
Factor 2: 
Perceptions of 
effectiveness in 
treating older 
adults, 4-items, 
score range 
4(pos) to 28(neg) 
Satisfacti
-on 
M=3.9 
 
Effective
n-ess 
M=7.9 
 
 
(1) Gender 
(2) ethnicity  
(3) level of 
intrinsic 
motivation 
(4) level of 
extrinsic 
motivation 
(1) Year of course 
(2) future 
residency choice 
(3) socioeconomic 
background index 
Instrumentation: Two of 
the 5 scales used in this 
study demonstrated 
ƌŽŶďĂĐŚ ?ƐĂůƉŚĂůĞǀĞůƐ
below the acceptable level 
of 0.70. 
Selection: Year group 
numbers not provided. 
 
Attitude scores were 
more positive in 
female respondents, 
white respondents, 
and those who 
reported higher 
levels of intrinsic 
motivation as a 
reason for entering 
medicine. Negative 
attitude scores were 
more likely in those 
reporting greater 
levels of extrinsic 
motivation for 
entering medicine. 
7 Chumbler & 
Ford (1998) 
533 medical 
students: 
Chumbler et al. 
(1996) attitude 
1MS & 
2MS 
1MS & 2MS: 
(1) gender 
All groups: 
(1) ethnicity 
Instrumentation: 
Effectiveness subscale 
More positive 
attitude scores were 
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1MS and 2MS 
(n=364) 
3MS and 4MS 
(n=166) from a 
randomly 
selected national 
sample,  
United States 
 
RR=76% 
measure, 7-point 
Likert scale, 2 
factors; 
Factor 1: 
satisfaction, 2-
items,  score 
range =2(neg) to 
14(pos)  Factor 2: 
Effectiveness, 4-
item, score range 
=4(pos) to 
28(neg) 
satisfacti
-on  
M=6.0 
 
1MS & 
2MS 
effective-
ness 
M=5.9 
 
3MS & 
4MS 
satisfacti
-on 
M=5.6 
 
3MS & 
4MS 
Effective-
ness 
M=5.8 
(2) level of 
intrinsic 
motivation  
 
3MS & 4MS: 
(1) gender 
(2) level of 
intrinsic 
motivation  
(3) amount of 
clinical contact 
with older 
patients    
(2) future surgical 
residency 
preference  
(3) exposure to 
geriatric health 
issues education 
 
demonstrĂƚĞĚƌŽŶďĂĐŚ ?Ɛ
alpha level (reported as 
ranging from 0.67 to 0.69) 
below what is deemed 
ĂĐĐĞƉƚĂďůĞ ? ‘ǆƉŽƐƵƌĞƚŽ
geriatric health issues 
ĞĚƵĐĂƚŝŽŶ ?ŵĞĂƐƵƌĞĂůƐŽ
indicated lower than 
acceptable alpha 
coefficient (0.69); no 
power estimation 
reported. 
found in female 
respondents, and 
those reporting 
greater levels of 
intrinsic motivation 
as a reason for 
entering medicine.  
For 3
rd
 and 4
th
 years, 
positive attitudes 
were more likely in 
those reporting 
greater amounts of 
clinical contact with 
older patients. 
8 Edwards & 
Aldous 
(1996) 
93 teaching 
faculty doctors, 
and 290 medical 
students: 
1MS (n=68)  
3MS (n=54)  
4MS (n=86)  
5MS (n=85) from 
one university 
school,  
Aging Semantic 
Differential, 32-
item, 7-point 
Likert scale, score 
range 
=1(pos) to 7(neg) 
1MS 
M=129.9 
 
3MS 
M=126.7 
 
4MS 
M=125.8 
 
5MS 
(1) Knowledge 
score 
(1) Gender 
(2) year of 
medical school 
(3) attitude scores 
from students in 
same year group 
of a non-
medicine-related 
course (English, 
and Computer 
Statistical: Conducted 
large number of t-tests on 
the same data without 
reporting correction to 
significance level; no 
power estimation or 
justification of sample 
size. 
Attitude scores were 
more positive in 
those with higher 
knowledge scores. 
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United Kingdom 
 
RR=65% to 70% 
M=124.8 
 
Faculty: 
M=124.8 
science) 
9 Fields,  
Jutagir, 
Adelman, 
Tideiksarr, & 
Olson (1992) 
127 medical 
students: 
All 4MS from one 
university school,  
United States. 
 
R=100% 
Aging Semantic 
Differential, 32-
item, 7-point 
Likert scale, score 
range 
=32(pos) to 
224(neg)  
 
ASD 
M=130.5  
 
 
(1) Age (1) Gender  
(2) knowledge 
scores 
(3) specialty 
preference 
(4) prior nursing 
home experience 
(5) contact with 
elderly 
(6) having 
previously 
completed 
gerontology 
coursework 
Testing: Identical 
knowledge measure used 
for pretest and posttest. 
Statistical: No power 
estimation or justification 
of sample size. 
Younger medical 
students had more 
positive attitude 
scores. 
10 Fitzgerald, 
Wray, 
Halter, 
Williams, & 
Supiano 
(2003) 
171 medical 
students: 
All 1MS from one 
university school,  
United States 
 
RR=89% 
UCLA  Geriatric 
Attitudes Scale, 
14 item, 5-point 
Likert scale, 
score range 
=1(neg) to 5(pos) 
 
General attitudes 
category of 
Maxwell-Sullivan 
Attitude Survey, 
6-item, 5-point 
Likert scale, score 
UCLA 
GAS  
M=3.7  
 
MSAS 
General 
attitudes 
M=2.0 
 
 
(1) Gender (UCLA 
only) 
(2) interest in 
geriatric  
medicine career 
 
 
 
 
(1) Gender (MSAS 
only) 
(2) Ethnicity 
(3) patient age 
group preference 
(4) prior care 
experience 
(5) knowledge 
scores 
Instrumentation: Low 
reliability for MSAS 
measure  ?ƌŽŶďĂĐŚ ?Ɛ
alpha= 0.56); no rationale 
for use of only one 
category was given; 
referred to measure as a 
subscale but it has never 
been subject to a factor 
analysis, and validity is 
unknown and its reliability 
is poor; UCLA GAS 
measure demonstrated 
Attitude scores were 
more positive in 
females, and 
students reporting a 
greater interest in a 
geriatric medicine 
career. 
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range =1(pos) to 
5(neg)  
alpha coefficients below 
the acceptable level 
(0.69). 
Statistical: No power 
estimation or justification 
of sample size. 
11 Hellbusch, 
Corbin, 
Thorson, & 
Stacy (1995) 
200 doctors from 
one hospital, 
United States 
 
RR=47% 
MoĚŝĨŝĞĚ<ŽŐĂŶ ?Ɛ
Attitudes Toward 
Old People Scale, 
34-item, 7-point 
Likert scale 
(increased from 
6-point), score 
range =34(pos) to 
238(neg) 
M=97.9 
 
 
(1) Age 
(2) number of 
years in practice  
(1) Gender  
(2) percent of 
patients over 65  
(3) previous 
course on ageing  
(4) doctor 
specialty 
Statistical: Different group 
sizes for ANOVA ranging 
from 6 to 67 without 
providing evidence of 
statistical treatment or 
correction; no power 
estimation or justification 
of sample size. 
Selection: Over 90% 
sample male but no 
demographic information 
on the composition of the 
source population given. 
Instrumentation: Changed 
attitude measure, Likert 
scale and scoring but 
failed to provide any 
rationale. 
Attitude scores were 
more positive in 
those with fewer 
years in practice. The 
oldest group of 
doctors had the most 
negative attitude 
scores. 
12 Hollar, 
Roberts, & 
Busby-
Whitehead 
(2011) 
116 medical 
students: 
All 1MS from one 
university school, 
United States 
 
RR=73% 
UCLA  Geriatric 
Attitudes Scale, 
14 item, 5-point 
Likert scale, 
score range 
=14(neg) to 
70(pos) 
UCLA 
GAS 
M=52.1 
 
 
 
(1) Gender  None reported Statistical: No power 
estimation or justification 
of sample size. 
Attitude scores were 
more positive in 
females.  
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13 Holtzman, 
Toewe II, & 
Beck (1979) 
314 medical 
students: 
1MS (n=unclear) 
2MS (n=unclear) 
3MS (n=unclear) 
4MS (n=unclear) 
from three 
university schools 
(n for each 
school= unclear),  
United States 
 
RR=48% to 98% 
Aging Semantic 
Differential, 32-
item, 7-point 
Likert scale, score 
range 
=32(pos) to 
224(neg) 
M=123.7 
 
(1) Interest in 
primary care 
career (family, 
general internal 
and paediatrics) 
(1) Gender  
(2) age 
(3) year of 
medical school 
 
Selection: Failed to 
provide sufficient 
information on the sample 
demographics, including 
year group; response rate 
varied 48% to 98% 
between groups but no 
demographic comparisons 
done to check equivalence 
of groups. 
Statistical: Ran large 
number of t-tests on the 
same data without 
evidence of significance 
correction; ran multiple 
post hoc analyses without 
justification; no power 
estimation or justification 
of sample size. 
Attitude scores were 
more positive in 
students expressing 
an interest in a 
primary care 
medicine career. 
14 Holtzman, 
Beck, & 
Ettinger 
(1981) 
118 medical 
students 
1MS (n=68) 
3MS (n=50) from 
one university 
school,  
United States 
 
RR=unclear 
Aging Semantic 
Differential, 32-
item, 7-point 
Likert scale,  
Score range 
=32(pos) to 
224(neg) 
1MS 
M=119.1 
 
3MS 
M=124.4 
 
 
(1) Knowledge 
scores (for 3MS 
only). 
(1) Year of 
medical school 
(2) age  
Selection: Found group 
differences between 
demographics in 1MS and 
3MS but did not 
investigate or correct for 
this; did not provide 
response rates. 
Statistical: No power 
estimation or justification 
of sample size.  
Attitude scores were 
more positive in 
those with higher 
knowledge scores for 
the 3
rd
 year medical 
student group only. 
15 Hughes et al. 
(2008) 
163 medical 
students: 
Modified UCLA 
Geriatric 
1MS 
M=3.7 
(1) Willingness to 
consider geriatric 
(1) Age 
(2) gender 
Instrumentation: Found 
UCLA GAS demonstrated 
Attitude scores were 
more positive in 
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All 1MS from one 
university school,  
United Kingdom 
 
RR=96% 
Attitudes Scale 
(minor changes to 
fit UK context), 
14-item 5-point 
Likert scale, score 
range 
=1(neg) to 5(pos) 
 
 
medicine career 
 
(3) ethnicity 
(4) previous 
experience of 
caring for older 
people 
ĐƌŽŶďĂĐŚ ?ƐĂůƉŚĂůĞǀĞů
(0.69) below the 
traditional cut-off for 
acceptable reliability 
(Nunnally, 1978). 
those more willing to 
consider a career in 
geriatric medicine. 
16 Kishimoto, 
Nagoshi, 
Williams, 
Masaki, & 
Blanchette 
(2005) 
156 medical 
students and 55 
doctors:  
1MS (n=54) 
2MS (n=52) 
3MS (n=50) 
PGY1 (n=20) 
PGY2 (n=12)  
PGY3 (n=12) 
Geriatric 
Medicine fellows 
(n=11) from one 
university school 
and affiliated 
training 
programme, 
United States 
 
RR=75% to 100% 
Modified UCLA  
Geriatric 
Attitudes Scale, 
16 item 
(increased from 
14), 5-point Likert 
scale, score range 
=1(neg) to 5(pos) 
 
1MS 
M= 3.9  
 
2MS  
M= 3.7 
  
3MS  
M= 3.6  
 
PGY1 
M=3.6  
 
PGY2  
M= 3.8  
 
PGY3 
M=3.7  
 
Geriatric 
Fellows 
M=4.1 
(1) Year in 
medical school or 
career   
 Statistical: Ran large 
number of t-tests on the 
same data without 
reporting corrections to 
significance level; authors 
have not made statistical 
association data clear 
enough to determine what 
variables were compared 
to attitude scores; no 
power estimation or 
justification of sample 
size. 
Attitude scores were 
more positive in first 
year medical 
students and 
geriatrics fellows. 
17 Lee, Reuben, 
& Farrell 
(2005) 
177 doctors: 
PGY1 (n=unclear) 
PGY2 (n=unclear) 
UCLA  Geriatric 
Attitudes Scale, 
14 item, 5-point 
PGY1 
M=3.5 
 
(1) Personal 
experience with 
older people 
None reported Instrumentation: The 
measure of personal and 
professional experience 
Attitude scores were 
more positive in 
those with greater 
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PGY3 (n=unclear) 
from one 
university 
affiliated training 
programme 
United States  
 
RR=84% to 97% 
Likert scale, 
score range 
=1(neg) to 5(pos) 
 
PGY2 
M=3.7  
 
PGY3 
M=3.6 
 
(2) professional 
experience with 
older people 
(3) interest in 
geriatric medicine 
career  
(4) ethnicity 
(5) Year of 
residency 
with older people included 
a single item and yes/no 
response format for both 
variables, but provided no 
evidence this is a valid or 
reliable measure. 
Selection: Did not report 
full demographic 
information, such as year 
group sizes.  
Statistical: No power 
estimation or justification 
of sample size. 
personal and 
professional 
experience with 
older people, and 
those with a greater 
interest in geriatric 
medicine career. 
Asian-Americans had 
more negative 
attitude scores than 
Caucasians. Attitude 
scores were more 
positive in PGY2 than 
in PGY1 and PGY3. 
18 Leung, 
LoGiudice, 
Schwarz, & 
Brand (2011) 
122 doctors: 
Junior doctors 
(n=44)  
Registrars (n=41) 
Consultants 
(n=37) from two 
hospitals, 
Australia 
 
RR=35% to 80% 
Fraboni's Scale of 
Ageism, 29 items, 
5-point scale, 
score range 
=29(pos) to 
145(neg) 
M=61.5 
 
 
(1) Age 
(2) gender 
(3) job seniority 
(4) amount of 
social contact 
with older people 
(5) interest in 
geriatric care  
(1) Country of 
birth 
(2) languages 
spoken 
Selection: Response rates 
varied from 35% to 80% 
for different grades of 
doctors; did not report 
possible differences in 
demographic data of the 
different groups. 
Instrumentation: Did not 
justify why information on 
country of birth and 
languages spoken was 
collected and analysed. 
Attitude scores were 
more positive in 
females, those over 
the age of 30 years, 
those with a more 
senior professional 
grade, and those 
with higher amounts 
of contact with 
healthy older people. 
19 Lui & Wong 
(2009) 
54 junior doctors 
from one 
hospital, 
Singapore 
 
DŽĚŝĨŝĞĚ<ŽŐĂŶ ?Ɛ
Attitudes Toward 
Old People Scale 
34 items, 
(reduced from 6-
M=114.4 
 
 
(1) Seeing older 
patient care as 
 ?ƵŶƌĞǁĂƌĚŝŶŐ ? 
(1) Age 
(2) marital status 
(3) medical school 
attended 
(4) nationality 
Instrumentation: Did not 
justify why information on 
marital status, medical 
school attended, or 
nationality was analysed; 
Attitude scores were 
more positive in 
doctors who 
reported older 
patient care as 
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RR=83% point to 5-point 
likert scale), score 
range 34(neg) to 
170(pos) 
(5) years in 
practice/seniority 
did not justify changing 
the response format of 
<ŽŐĂŶ ?ƐĂƚƚŝƚƵĚĞŵĞĂƐƵƌĞ ? 
Statistical: No power 
estimation or justification 
of sample size. 
rewarding work. 
20 Maxwell & 
Sullivan 
(1980) 
150 doctors: 
PGY1 (n=unclear) 
PGY2 (n=unclear) 
PGY3 (n=unclear) 
from 40 training 
programmes, 
United States 
 
RR=38% 
Maxwell Sullivan 
Attitudes Scale, 
28 item, 5-
categories, 5-
point Likert scale, 
score range= 
1(pos) to 5(neg) 
M= 2.2 
 
 
 
(1) Year in 
residency  
None reported Selection: Did not report 
number of respondents in 
each year group; low 
response rate across 
sample. 
Instrumentation: Did not 
report validity testing or 
factor analysis of the new 
measure, so the validity of 
the 5 categories was 
unexplored; reliability 
reported for the 5 
categories indicated very 
poor performance for 
some of the categories. 
Statistical: No power 
estimation or justification 
of sample size. 
Attitude scores 
increased in positivity 
with each year of 
residency.  
21 Menz, 
Stewart, & 
Oates (2003) 
81 medical 
students from 
podiatric 
medicine: 
3MS (n=57) 
4MS (n=24) from 
two university 
Aging Semantic 
Differential, 32-
item, 7-point 
Likert scale, score 
range 
=32(pos) to 
224(neg) 
M=120.0 
 
Effective-
ness 
scale  
M=18.6 
 
(1) Knowledge 
scores 
(2) gender 
(1) Intrinsic/ 
extrinsic 
motivational 
reasons for 
entering medicine 
(2) age 
(3) desire to work 
Selection: Response rate 
not reported; no 
explanation of how 
sample was recruited; 
data were not anonymous 
(linked to student 
number). 
Attitude scores were 
more positive in 
females, and those 
with higher 
knowledge scores. 
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schools,  
Australia 
 
RR=unclear 
 
Chumbler et al. 
(1996) attitude 
measure  W 
Effectiveness 
subscale only, 4-
items, score 
range =4(pos) to 
28(neg) 
 in private/public  
sector  
(4) contact with 
grandparents 
History: Sample had 
completed compulsory 
geriatrics course 
immediately prior to 
study. 
Statistical: No power 
estimation or justification 
of sample size. 
22 Muangpai-
san, 
Intalapapro-
n, & 
Assantachai 
(2008) 
60 doctors and 
146 medical 
students: 
All 4MS from one 
university 
hospital,  
Thailand 
 
RR=50% to 61% 
Modified UCLA  
Geriatric 
Attitudes Scale, 
16 items 
(increased from 
14), 5-point Likert 
scale, score range 
=16(pos) to 
80(neg) 
 
4MS 
M=41.8 
 
Doctors 
M=40.7 
 
 
(1) Exposure to 
older people. 
(1) Gender 
(2) age 
(3) number of 
elderly people 
living at home  
Statistical: Ran large 
number of t-tests on the 
same data without 
reporting corrections to 
significance level; no 
power estimation or 
justification of sample 
size. 
Selection: Did not report 
how participants were 
recruited. 
Attitude scores were 
more positive in 
those with greater 
exposure to older 
people. 
23 Perrotta, 
Perkins, 
Schimpfhau-
ser, & 
Calkins 
(1981) 
127 medical 
students: 
All 1MS from one 
university school,  
United States 
 
RR=100% 
DŽĚŝĨŝĞĚ<ŽŐĂŶ ?Ɛ
Attitudes Toward 
Old People Scale 
34 items, 
(reduced from 6-
point to 5-point 
likert scale), score 
range =34(pos) to 
170(neg) 
 
 
M=81.0 
 
 
(1) Knowledge 
scores  
(1) Amount of 
contact with 
older people 
(2) attitudes 
toward geriatric 
medicine  
Statistical: Three 
regressions were 
conducted despite no 
signs of correlations; 
power calculations not 
reported despite entering 
over 10 predictor variables 
into each regression; no 
power estimation or 
justification of sample 
size. 
Attitude scores were 
more positive in 
those with higher 
knowledge scores. 
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24 Reuben, 
Fullerton, 
Tschann, & 
Croughan-
Minihane 
(1995) 
554 medical 
students: 
All 1MS from five 
university 
schools,  
United States 
 
RR=92% 
Aging Semantic 
Differential, 32-
item, 7-point 
Likert scale, score 
range 
=32(pos) to 
224(neg) 
 
 
 
M= 128.4 
 
 
(1) Gender 
(2) ethnicity 
(3) age 
(4) knowledge 
scores 
 
(1) Marital status 
(2) undergraduate 
degree 
(3) age of oldest 
parent 
(4) having taken a 
prior geriatrics 
courses 
(5) prior work 
with older people 
Instrumentation: Reported 
alpha levels for some 
subscales as under 0.70 
which is traditionally 
deemed to be the cut-off 
for acceptable reliability 
(Nunnally, 1978). 
Statistical: No power 
estimation or justification 
of sample size. 
Attitude scores were 
more positive in 
females, older 
respondents, and 
those with higher 
knowledge scores. 
Attitude scores were 
more negative in 
Asian-Americans. 
25 Reuben et 
al. (1998) 
142 doctors:  
PGY1 (n=38) 
PGY2 (n=33) 
PGY3 (n=25) 
Fellows (n=14) 
Faculty (n=11) 
from one 
university 
hospital, 
United States 
 
RR=unclear 
UCLA  Geriatric 
Attitudes Scale, 
14 item 5-point 
Likert scale, score 
range 
=1(neg) to 5(pos) 
 
PGY1 
M=3.4 
 
PGY2 
M=3.6 
  
PGY3  
M= 3.8 
 
Fellows 
M=4.2 
 
Faculty 
M=4.2 
 
(1) Year of 
residency 
(2) job seniority 
(3) interest in 
geriatric career 
 
(1) Specialty 
(2) gender 
(3) age 
(4) ethnicity 
Selection: Response rate 
data not provided. 
Statistical: Statistical tests 
and analyses conducted 
not clearly reported; no 
power estimation or 
justification of sample 
size. 
Attitude scores were 
more positive in 
PGY1-PGY3 doctors 
who reported an 
interest in pursuing 
geriatric medicine. 
Attitude scores were 
more positive in 
fellows and faculty 
members (teaching 
staff) than PGY 
doctors. Attitude 
scores were more 
negative in PGY1 and 
PGY2 doctors than 
other respondents. 
26 Richter  & 
Buck (1990) 
85 doctors: 
PGY1 (n=10) 
PGY2 (n=19) 
PGY3 (n=21) 
Faculty (n=35) 
Maxwell-Sullivan 
Attitude Scale, 28 
item, 5-point 
response, score 
range 
PGY1  
M=102.0 
 
PGY2  
M= 105.3 
(1) Amount of 
geriatric-related 
didactic training 
and educational 
experience (in 
(1) Living parents 
older than 65 
(2) contact with 
grandparents 
(3) contact with 
Statistical: No power 
estimation or justification 
of sample size. 
Selection: Lacked basic 
demographic information 
PGY1-PGY attitude 
scores were more 
positive in those who 
had had a greater 
amount of didactic 
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from six training 
programmes, 
United States 
 
RR=69% to 86% 
=28(neg) to 
140(pos) 
 
PGY3 
M=105.6 
 
Faculty  
M=104.3 
 
 
undergraduate 
school, medical 
school, and 
residency 
programme)  
(2) faculty 
attitude scores. 
elderly other than 
grandparents 
(4) settings of 
educational 
experience with 
elderly  
(5) year of 
residency 
of participants.  training in geriatrics. 
PGY1-PGY3 attitude 
scores showed a 
positive association 
with faculty attitude 
score. 
27 Sainsbury, 
Wilkinson, & 
Smith (1994) 
68 doctors: 
PGY1 (n=unclear) 
PGY2 (n=unclear) 
PGY3 (n=unclear), 
who had 
attended one 
university school 
1-3 years prior, 
New Zealand 
 
RR=62% 
Aging Semantic 
Differential, 32-
item, 7-point 
Likert scale, score 
range 
=32(pos) to 
224(neg) 
 
M=115.8 
 
 
None reported (1) Year of 
residency 
(2) having 
completed a 
health care of the 
elderly clinical 
attachment in 4th 
year 
Selection: Did not provide 
demographic information 
such as year group of 
participants. 
Statistical: No power 
estimation or justification 
of sample size. 
Variables studied 
showed no 
relationship with 
attitude scores. 
28 Shahidi & 
Devlen 
(1993) 
84 medical 
students: 
All 2MS from two 
university 
schools, 
United Kingdom 
 
RR=unclear 
Aging Semantic 
Differential, 32-
item, 7-point 
Likert scale,  
Score range 
=32(pos) to 
224(neg) 
 
M=89.6 
 
 
(1) Knowledge 
scores 
(1) Gender 
(2) age 
Selection: Response rate 
data not reported; 
method of recruitment 
not reported.  
Statistical: No power 
estimation or justification 
of sample size. 
Attitude scores were 
more positive in 
those with higher 
knowledge scores. 
29 Thorson & 
Powell 
(1991) 
277 medical 
students: 
All 1MS (3 
cohorts, n for 
<ŽŐĂŶ ?Ɛ Attitudes 
Toward Old 
People Scale 34 
items, 7-point 
1MS 
M= 102.6  
 
 
(1) Personality 
trait of 
dominance  
(1) 14 of the 15 
personality traits 
measured 
Selection: Details of how 
participants were 
recruited not reported; 
number in each cohort not 
Attitude scores were 
more negative in 
respondents who had 
higher levels of the 
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each 
group=unclear) 
from one 
university school, 
United States 
 
RR=unclear 
likert scale), score 
range 1(pos) to 
7(neg) 
 
 
reported; response rate 
not reported. 
Statistical: No power 
estimation or justification 
of sample size. 
dominance 
personality trait. 
30 Voogt, 
Mickus, 
Santiago, & 
Herman 
(2008) 
231 medical 
students: 
All 1MS from one 
university school, 
United States 
 
RR=73% to 75% 
Revised Geriatrics 
Attitude Scale 
(changed to 
future tense to 
suit medical 
students) 17-item 
(increased from 
14), 6-point Likert 
scale, score range 
=1(neg) to 6(pos)  
M=4.5 
 
 
 
 
(1) Interest in 
geriatric medicine 
(2) amount of 
prior experiences 
caring for older 
adults 
(3) quality of 
relationships with 
older relatives. 
(1) Age 
(2) gender 
(3) ethnicity 
(4) frequency of 
interaction with 
older relatives 
Statistical: No power 
estimation or justification 
of sample size. 
Attitude scores were 
more positive in 
those with a greater 
interest in pursuing a 
geriatric medicine 
career, those who 
had prior experiences 
of caring for older 
adults, and those 
who had a higher 
quality relationship 
with older relatives. 
31 Wilderom et 
al. (1990) 
663 medical 
students: 
All 1MS students 
from six 
consecutive years 
(n for each 
group=unclear) at 
one university 
school, 
United States 
 
RR=82% 
<ŽŐĂŶ ?ƐƚƚŝƚƵĚĞƐ
Toward Old 
People Scale, 34 
item, 5-point 
Likert scale, score 
range =34(pos) to 
170(neg) 
 
 
M=81.9 
 
 
(1) Interest in 
geriatric medicine  
(2) preference for 
treating elderly  
(3) perception of 
elderly patients 
(4) perceived 
physician attitude 
to elderly as 
patients 
(5) feeling of 
closeness with 
(1) Age 
(2) gender 
(3) ageing-related 
undergraduate 
coursework 
(4) perceived 
social skills 
(5) desired 
residency choice  
 
 
Instrumentation: 
ƌŽŶďĂĐŚ ?ƐĂůpha for two 
new scales was reported 
as .48 and .55, which is 
below the traditional cut-
off for acceptable 
reliability (Nunnally, 
1978). 
Statistical: No power 
estimation.  
Selection: Did not fully 
report sample 
Attitude scores were 
more positive in 
those with a greater 
interest in pursuing a 
geriatric medicine 
career, those with 
greater feelings of 
closeness to 
grandparents and 
non-familial elderly, 
those who desired to 
work in a larger 
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grandparents  
(6) feeling of 
closeness with 
non-familial 
elderly 
(7) desired future 
community size  
(8) voluntary 
work with elderly 
characteristics (i.e. the 
number in each year 
group). 
community in their 
future practice, those 
who had completed 
voluntary work with 
the elderly in the 
past, and those who 
reported a 
preference for 
treating older 
patients over 
younger patients.  
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3.7.1 Quality of studies 
The quality assessment exercise highlighted some common weaknesses in 
many of the cross-sectional studies identified. The most common 
methodological weakness was an absence of sample size justification. All 
studies, with the exception of Hughes et al. (2008), failed to provide details of 
a power calculation to justify the size of the sample. Specifically, there was a 
lack of reporting or justification about the suitability of the sample size for 
correlational and regression analyses in relation to the number of variables 
investigated. Therefore, it is not known whether studies had adequate power 
to detect a relationship where one existed and reject one where it did not 
exist (Murphy, Myors, & Wolach, 2012). 
 
Studies commonly did not report the psychometric properties of the 
questionnaire used. Of those that did, five studies reported alpha coefficients 
below the traditionally acceptable cut-off for reliability (0.70; Nunnally, 1978), 
yet the measure was still used (Chumbler et al., 1996; Chumbler & Ford, 1998; 
Fitzgerald et al., 2003; Hughes et al., 2008; Reuben et al., 1995; Wilderom et 
al., 1990).  
 
Studies that used established measures of attitudes toward older people or 
older patients were not without concerns, as previously described (see 
Sections 3.6.1.3 and 3.6.1.4). In addition to these concerns, other measures 
were used in the results of the correlational studies presented here. Seven 
studies used Kogan ?ƐƚƚŝƚƵĚĞƚŽǁĂƌĚ Old People (KAOP) scale (Kogan, 1961a) 
or a modified version of this measure. Kogan (1961a) developed the KAOP 
scale from a questionnaire that measured perceptions of disadvantaged 
people, such as ĞƚŚŶŝĐŵŝŶŽƌŝƚŝĞƐ ?ďǇƐƵďƐƚŝƚƵƚŝŶŐƚŚĞƉŚƌĂƐĞ ‘ĞƚŚŶŝĐŵŝŶŽƌŝƚǇ ?
fŽƌ ‘ŽůĚƉĞƌƐŽŶ ?(Hilt, 1997). The KAOP scale consists of 17-paired statements, 
one of each set of statements is positively worded whilst its counterpart is 
negatively worded, which address a range of facets of life in the context of the 
older person, from perceptions of the power of older people in society to how 
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they tend to look and dress. Hilt (1997) has criticised the KAOP scale for the 
use of many double-barrelled statements  ?Ğ ?Ő ? “old people spend too much 
time prying into the lives ŽĨŽƚŚĞƌƐĂŶĚŐŝǀŝŶŐƵŶƐŽƵŐŚƚĂĚǀŝĐĞ ? (Kogan, 1961a, 
p.46). A major criticism associated with the KAOP scale concerns the reliability 
of the positive and negative subscales of the measure. It appears that the 
positive and negative scales have approximately 26 per cent shared variance, 
which indicates that these items are not equivalent. Kogan (1961b) has also 
conceded that the low parallel-form reliability levels (ranging from 0.46 to 
0.52 ?ƐƵŐŐĞƐƚƚŚĂƚƚŚĞƉŽƐŝƚŝǀĞĂŶĚŶĞŐĂƚŝǀĞƐƚĂƚĞŵĞŶƚƐŵĂǇďĞ “ůŽŐŝĐĂů ?but 
ŶŽƚƉƐǇĐŚŽůŽŐŝĐĂů ?ŽƉƉŽƐŝƚĞƐ ?(Kogan, 1961b, p.620). Essentially, whilst the 
statements are logically opposite, respondents may react to them differently 
due to responding biases.   
 
One of the notable criticisms of the KAOP measure is that it is not a measure 
of attitudes, but of stereotypes. This is because most of the items are positive 
and negative stereotypes that may be associated with older people (e.g. 
 “most old people are pretty much alike ?), without the corresponding affective 
information regarding whether these stereotypes are favourable or 
unfavourable. For example, if a respondent answers that most old people are 
deemed to be pretty much alike, it is still not known whether the respondent 
thinks this is a positive or negative attribute. Instead, the KAOP measures the 
stereotypical features the respondent claims that older people possess. In 
addition to this, a number of the stereotypes outlined in the measure may be 
irrelevant to medical studentƐ ? or doctors ? attitudes toward older patients (e.g. 
 “ŽůĚĞƌƉĞŽƉůĞŚĂǀĞƚŽŽŵƵĐŚƉŽǁĞƌŝŶďƵƐŝŶĞƐƐĂŶĚƉŽůŝƚŝĐƐ ?ĂŶĚ “ŵŽƐƚŽůĚ
ƉĞŽƉůĞƚĞŶĚƚŽůĞƚƚŚĞŝƌŚŽŵĞƐďĞĐŽŵĞƐŚĂďďǇĂŶĚƵŶĂƚƚƌĂĐƚŝǀĞ ?(Kogan, 
1961a, p.46). For these reasons, the use of the KAOP measure to ascertain 
attitudes toward older patients is questionable.  
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3.7.2  Findings of studies 
Across the 31 cross-sectional studies, relationships between the measured 
variables and attitudes toward older patients are demonstrated in Table 6. 
Variables are categorised according to whether a significant relationship was, 
or was not found, with attitude scores. Studies are identified by the study 
number (1-31) assigned to them in the first column of the previous table 
(Table 5).  
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Table 6. 
Variables related to attitudes toward older patients with the corresponding study number 
Variable investigated    Related to attitude score*   Not related to attitude score* 
Demographic factors 
Gender  [6]; [7]; [10]; [12]; [18]; [21]; [24]  [1]; [2]; [3]; [4]; [5]; [8]; [9]; [11]; [13]; 
[15]; [22]; [25]; [28]; [30]; [31] 
Age      [3]; [9]; [11]; [18]; [24]   [1]; [2]; [5]; [13]; [14]; [15]; [19]; [21];  
            [22]; [25]; [28]; [30]; [31] 
Marital status           [19]; [24] 
Ethnicity     [6]; [17]; [24]     [2]; [4]; [5]; [7]; [10]; [15]; [25]; [30] 
Nationality or country of birth        [18]; [19] 
Socioeconomic background         [4]; [6]  
Having doctor parent/s         [4] 
Languages spoken          [18] 
Education and training factors 
Year of medical school   [16]      [4]; [6]; [8]; [13]; [14] 
Choice of med school    [2]      [19] 
Years of practice/seniority   [11]; [16]; [17]; [18]; [20]; [25]  [1]; [19]; [26]; [27]  
Previous geriatric education   [26]      [1]; [3]; [7]; [9]; [11]; [24]; [31] 
Faculty attitude scores   [26] 
Completed previous older patient rotation       [27] 
Exposure to older people 
Knowledge of older people   [8]; [14]; [21]; [23]; [24]; [28]   [1]; [9]; [10] 
Relationships with older people   [17]; [18]; [22]; [30]; [31]   [3]; [9]; [21]; [23]; [26] 
Prior care or nursing home experience [30]; [31]     [3]; [5]; [9]; [10]; [15]; [24]  
Age of parents          [24]; [26] 
  
110 3. SYSTEMATIC SEARCH AND REVIEW 
 
Personality and cognitive factors 
Cognitive ability          [2]      
Orientation to authority         [2] 
Motivation for entering medicine  [2]; [6]; [7]; [19]    [21]  
Dominance personality trait   [29] 
Perceived social skills          [31] 
Job and career factors 
Interest in Geriatric medicine career  [5]; [10]; [15]; [17]; [18]; [25]; [30]; [31] [23] 
Clinical contact with older patients  [7]; [17]     [11]  
Specialty choice/preferred specialty  [13]      [2]; [6]; [7]; [9]; [11]; [25]; [30]; [31] 
Preferred future location/setting  [31]      [2]; [21] 
Preferred patient age    [31]      [10] 
 
*Studies are identified by the study number assigned to them in the first column of Table 5 (i.e. no. 1 to 31) 
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3.7.2.1   Demographic factors 
The variables investigated for possible relationships with attitude scores 
ŝŶĐůƵĚĞĚƚŚĞƉĂƌƚŝĐŝƉĂŶƚƐ ?ŐĞŶĚĞƌ ?ĂŐĞ ?ĞƚŚŶŝĐŝƚǇ ?ŵĂƌŝƚĂůƐƚĂƚƵƐ ?Ŷationality, 
socioeconomic background, languages spoken, and having a doctor as a 
parent. As demonstrated in Table 6, no association was found with marital 
status, nationality, socioeconomic background, languages spoken and having 
a doctor as a parent. Each of these five variables was only investigated in 
either one or two studies and so the absence of association with attitude 
scores is not conclusive. However, the choice to investigate these five 
variables was not justified ďǇƚŚĞƐƚƵĚŝĞƐ ?ĂƵƚŚŽƌƐ and it is not clear why 
variables, such as marital status or languages spoken, would be related to 
attitude scores.  
 
Twenty-two studies sought to determine whether gender and attitude scores 
were related, and a relationship was found in seven studies, with the 
remaining 15 studies finding no relationship. All seven studies that identified 
a link between attitude score and gender found females to have significantly 
more positive attitudes toward older patients in comparison to males.  
 
Eighteen studies investigated the relationship between age of the respondent 
and attitude scores. Five studies found a significant relationship whilst the 
remaining 13 studies did not. Of these five studies, three reported more 
positive attitude scores in older respondents (Cammer-Paris et al., 1997; 
Leung et al., 2007; Reuben et al., 1995), whilst two found the opposite 
pattern (Fields et al., 1992; Hellbusch et al., 1995). These results should be 
interpreted with caution, however, as most studies failed to acknowledge 
that age was a unique and complicated variable in this research area. Firstly, 
the age range of most studies was very limited due to the fact that medical 
students and doctors in the postgraduate training years (PGY1-3) will most 
often be in the 18-30 year age range. In the cases of medical students, the 
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age differences may have been indicative of another variable, such as having 
taken a year out before university. Furthermore, many studies did not 
recognise that age was likely to show multicollinearity with other variables 
(year of study, years of practice, previous undergraduate degree) and, in 
these cases, should have been treated with caution in any correlation or 
regression analyses as it may have violated statistical assumptions. Overall, 
thirteen studies did not find a relationship with age, whilst five studies found 
a relationship but produced mixed findings as to the nature of the association. 
Therefore, it is plausible that relationships with age may have been a 
methodological artefact. 
 
Eleven studies investigated the relationship between resƉŽŶĚĞŶƚƐ ?ethnic 
background and attitude scores, of which three studies found a significant 
relationship (Chumbler et al., 1996; Lee et al., 2005; Reuben et al., 1995) and 
the remaining eight, did not. Reuben et al. (1995) found Asian medical 
students to have more negative attitudes than Caucasians, but the authors 
did not provide the response format for the ethnicity data and it is unclear 
ǁŚĂƚŝƐŵĞĂŶƚďǇ ‘ƐŝĂŶ ?ŝŶƚŚŝƐƐƚƵĚǇ (e.g. south Asian such as Indian or 
Pakistani, or east Asian such as Chinese or Korean). In ReuďĞŶĞƚĂů ? ?Ɛ ? ? ? ? ? ? 
study, 69 per cent of participants identifying as Asian were not born in the 
USA, ĂŶĚƚŚĞƐƚƵĚǇ ?ƐĂƵƚŚŽƌƐƉŽŝŶƚŽƵƚƚŚĂƚůĂŶŐƵĂŐĞĚŝĨĨĞƌĞŶĐĞƐŵŝŐŚƚŚĂǀĞ
accounted for the negative results. Lee et al. (2005) also found that those 
identifying themselves as Asian had more negative attitude scores than 
ŵĞŵďĞƌƐǁŚŽŝĚĞŶƚŝĨŝĞĚƚŚĞŵƐĞůǀĞƐĂƐ ‘ďůĂĐŬ ? ? ‘non-HŝƐƉĂŶŝĐǁŚŝƚĞ ?ĂŶĚ
 ‘HŝƐƉĂŶŝĐ ? ?>ĞĞĞƚĂů ? ? ? ? ? ? ?ŝŶĐůƵĚĞĚonly four ethnic backgrounds in their 
questionnaire and the extent that these categories can produce meaningful 
or useful data is therefore questionable. Chumbler et al. (1996) found scores 
were more negative in non-white participants. However, the authors coded 
race as  ‘white ? and  ‘non-white ? and therefore further investigation into 
attitude differences according to ethnic backgrounds cannot be conducted. 
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Overall, results indicating a relationship between ethnic background and 
attitude scores should be interpreted with caution. Study methods 
highlighted great confusion regarding the ethnicity variable because the 
resulting data collected represented a mix of skin colour, ethnic origin, 
nationality, or country of birth data being used as proxies for the ethnic and 
cultural background of the respondent. Therefore, the resulting data does not 
provide convincing evidence for a relationship between attitudes and 
ethnicity. 
 
3.7.2.2   Education and training factors  
The education-related variables that were investigated for their relationship 
to attitudes toward older patients included the respondent ?s year of medical 
school training (for medical students only), years of practice or seniority (for 
doctors only), factors related to the type of medical school attended, whether 
respondents had previously received geriatrics-related education, the 
attitude scores of faculty (doctors who teach medical students or other 
doctors), and whether respondents had completed an older patient 
attachment as part of their medical school training.  
 
Eight studies investigated whether respondents who had completed previous 
geriatrics-related education had different attitude scores from those who had 
not completed this previous education. Only one study found a relationship 
between attitude scores and geriatric-related education (Richter & Buck, 
1990), and the remaining seven studies that investigated this variable found 
no relationship. Sainsbury et al. (1994) investigated whether doctors who had 
completed a rotation in older patient care as part of their medical school 
training had more positive attitudes than doctors who had not completed the 
rotation, finding no score differences between the two groups. Six studies 
investigated whether attitudes of medical students varied according to year 
of medical school. Kishimoto et al. (2005) reported that more positive 
  
114 3. SYSTEMATIC SEARCH AND REVIEW 
 
attitudes were found in those in the later years of medical school, and the 
remaining five studies found no relationship. On the whole, variables related 
to level of education, previous geriatrics education and geriatrics rotations 
did not appear to be related to attitudes toward older patients.  
  
Belgrave et al. (1982) investigated whether variables ƌĞůĂƚĞĚƚŽƉĂƌƚŝĐŝƉĂŶƚƐ ?
choice of medical school was linked to their attitude scores. The authors 
found more positive attitude scores in students who attended a medical 
school with a community focus, in comparison to a research-focused medical 
school. This could be a selection effect, in which medical students are 
attending schools with views that may be in line with their own. There also 
exists the possibility that attitudes toward older patients may be in some way 
affected by the attitudes of those teaching them. Similarly, Richter and Buck 
(1990) used correlation and regression analyses and found ĚŽĐƚŽƌƐ ?attitude 
scores were significantly associated with the attitude scores of teaching 
faculty members at their residency (training) programs.  
 
The relationship between attitude scores and years of practice or seniority as 
a doctor was investigated in ten studies, with six finding a relationship with 
attitude scores and the other four finding no relationship. Four of the six 
studies demonstrating a relationship found that attitudes were more positive 
in doctors with more years of practice (Kishimoto et al., 2005; Leung et al., 
2011; Maxwell & Sullivan, 1980, Reuben et al., 1998). In contrast, Hellbusch 
et al. (1995) reported correlational analyses that indicated that as doctors ? 
years in practice increased, their attitudes toward older adults became more 
negative. The studies that did not find evidence of a relationship between 
ĚŽĐƚŽƌƐ ?years of practice and attitude scores tended to contain much smaller 
sample sizes (ranging from 30 to 80 participants) than the studies that 
reported an association (ranging from 121 to 211 participants). For example, 
ǁŝƚŚ ? ?ƉĂƌƚŝĐŝƉĂŶƚƐ ?ĞĂůůĞƚĂů ? ?Ɛ ? ? ? ? ? ?ƐƚƵĚǇŽŶůǇŝŶĐůƵĚĞĚnine first-year 
  
115 3. SYSTEMATIC SEARCH AND REVIEW 
 
(PGY1), 12 second-year (PGY2) and nine third-year (PGY3) doctors (doctors in 
ƚŚĞƐĞƚƌĂŝŶŝŶŐǇĞĂƌƐĂƌĞƐŽŵĞƚŝŵĞƐƌĞĨĞƌƌĞĚƚŽĂƐ ‘residents ? ?. Similarly, 
Richter and Buck (1990) used a sample of 10 first-year, 19 second-year and 21 
third-year doctors. It is plausible that these group sizes were too small and 
the statistical analyses, therefore, did not have enough power to detect a 
relationship.  
 
Lee et al. (2005) reported an unusual relationship between attitude scores 
and ƌĞƐƉŽŶĚĞŶƚƐ ?ƐĞŶŝŽƌŝƚǇ ? They conducted a cross-sectional study of doctors 
in the professional training years subsequent to achieving their medical 
degree qualification (PGY1 to PGY3). DŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐĐŽƌĞƐǁĞƌĞŵŽƌĞ
negative at the end of the third year of residency (PGY3), compared to the 
attitude scores of doctors in the first- and second- year post-degree (PGY1 
and PGY2). Interestingly, Lee et al (2005) used the UCLA Geriatric Attitude 
Survey (UCLA GAS) which consists of four different factors, of which scores on 
all four showed the same pattern of change. The authors propose that the 
reason for the attitude change patterns may lie in the nature of the ĚŽĐƚŽƌƐ ? 
patient experiences. The first two years of ĚŽĐƚŽƌƐ ?residency contained a 
large proportion of ambulatory clinic care (considered outpatient care in the 
United Kingdom) and the third year emphasised inpatient hospital care. The 
authors believe that the increase in exposure to the frailer, sicker and older 
patients in these hospital settings may be linked to the decline in positive 
attitudes in third year doctors. The analyses of studies investigating years of 
practice as a doctor or doctor seniority appear to indicate that there may be a 
relationship with attitude scores, but the underlying mechanisms which result 
in any differences are still unknown. 
 
3.7.2.3   Job and career factors 
The job- and career-related variables investigated for a relationship with 
ĂƚƚŝƚƵĚĞƐĐŽƌĞƐŝŶĐůƵĚĞĚƌĞƐƉŽŶĚĞŶƚƐ ?ŝnterest in pursuing a geriatric 
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medicine career, general level of clinical contact with older patients, current 
or future specialty preference, preferred age of current or future patients, 
and future location or setting preferences for work.  
 
As demonstrated in Table 6, few interesting relationships were found in this 
area due to the small number of studies investigating many of these variables, 
with one exception: ƉĂƌƚŝĐŝƉĂŶƚƐ ?ŝŶƚĞƌĞƐƚŝŶĂŐĞƌŝĂƚƌŝĐŵĞĚŝĐŝŶĞĐĂƌĞĞƌ ?Nine 
ƐƚƵĚŝĞƐŝŶǀĞƐƚŝŐĂƚĞĚƚŚĞůŝŶŬďĞƚǁĞĞŶƌĞƐƉŽŶĚĞŶƚƐ ? interest in a geriatric 
medicine career and attitude scores, with only one study finding no 
relationship between the two variables (Perrotta et al., 1981). Eight studies 
found the same relationship between these two variables (Chua et al., 2008; 
Fitzgerald et al., 2003; Hughes et al., 2008; Lee et al., 2005; Leung et al, 2011; 
Reuben et al., 1998; Voogt et al., 2008; Wilderom et al., 1990). Specifically, 
those reporting greater levels of interest in geriatric medicine had more 
positive attitude scores.  
 
3.7.2.4   Exposure to older people 
Four variables relating to ƌĞƐƉŽŶĚĞŶƚƐ ? previous exposure to older people 
were investigated across the studies, ŝŶĐůƵĚŝŶŐƌĞƐƉŽŶĚĞŶƚƐ ? exposure to a 
prior care or nursing home experience, contact with older people or older 
relatives, having living parents over the age of 65 years, and knowledge about 
older people. No studies found any attitude score difference according to 
having living parents over the age of 65 years. 
 
Two of the eight studies investigating prior care or nursing home experience 
on attitude scores found a relationship between these variables. Voogt et al. 
(2008) and Wilderom et al. (1990) found respondents with prior care 
experience had more positive attitude scores. The remaining six studies did 
not find evidence of any relationship.  
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ZĞƐƉŽŶĚĞŶƚƐ ?knowledge about older people and the ageing process was 
investigated by nine studies, with six studies reporting significant associations 
(Edwards & Aldous, 1996; Holtzman et al., 1981; Menz et al., 2003; Perrotta 
et al., 1981; Reuben et al., 1995; Shahidi & Devlen, 1993) and three studies 
finding no relationship (Beall et al., 1991; Fields et al., 1992; Fitzgerald et al., 
2003). /ŶĂůůƐƚƵĚŝĞƐƚŚĂƚƌĞƉŽƌƚĞĚĂƌĞůĂƚŝŽŶƐŚŝƉ ?ƌĞƐƉŽŶĚĞŶƚƐ ?ƐĐŽƌŝŶŐŚŝŐŚĞƌ
on the knowledge measure reported more positive attitude scores. Whilst it 
is possible that knowledge scores are related to attitude scores, it is also 
plausible that this relationship is related to a construct overlap. All studies 
which found a relationship between knowledge and attitudes ƵƐĞĚWĂůŵŽƌĞ ?Ɛ
Facts on Aging Quiz (1977) as the knowledge measure. Holtzman and Beck 
(1979) have reported a correlation between attitude scores and scores on the 
Facts on Aging (1977) quiz, which also indicates that the knowledge measure 
used in this review may have overlapped with the construct of attitudes being 
measured. Therefore, this relationship appears to be a methodological 
artefact. 
 
Ten studies investigated the relationship between ƌĞƐƉŽŶĚĞŶƚƐ ?ƉĞƌƐonal 
contact with older people (including older relatives) and attitude scores, and 
results were mixed. Five studies found no relationship between variables, 
with the remaining five reporting a link between personal contact with older 
people and attitude scores. Arguably the conflicting results may have 
reflected the different nature of the questions that were posed in order to 
categorise this variable. Four of the five studies that found a relationship, 
between personal contact with older people and attitude scores, asked 
questions pertaining to the quality of the relationship with the older person 
or older relative. This included how close the respondent felt to their 
grandparents or how many older people the respondent felt he or she knew 
well (Leung et al., 2011; Muangpaison et al., 2008; Voogt et al., 2008; 
Wilderom et al., 1990). In contrast, four of the five studies that reported no 
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relationship for this variable asked questions relating to the frequency of 
contact with older people or relatives. This included how often the 
respondent visited their grandparents annually, or whether the respondent 
knew anyone over the age of 65 years other than their parents or 
grandparents (Cammer-Paris et al., 1997; Fields et al., 1992; Menz et al., 2003; 
Richter & Buck, 1990). Therefore the mixed findings from the results might 
suggest that quality of contact or relationships with older people or relatives 
may be related to attitude scores but the frequency of contact may not. 
 
3.7.2.5   Personality and cognitive factors 
Five variables related to the personality and cognitive preferences of 
respondents were explored for their relationship with attitude scores, 
including orientation to authority, motivation for entering medicine, 
perceived social skills, ĂŶĚƉĞƌƐŽŶĂůŝƚǇƚƌĂŝƚƐ ?KĨƚŚĞƐĞǀĂƌŝĂďůĞƐ ?ƌĞƐƉŽŶĚĞŶƚƐ ? 
orientation to authority (Belgrave et al., 1982), cognitive ability (Belgrave et 
al., 1982), and self-reported social skills (Wilderom et al., 1990) were not 
related to attitude scores.  
 
Using correlational analyses, Thorson and Powell (1991) investigated the 
association between ŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ? attitude scores and 15 different 
personality traits and found only one trait to be related to attitude scores. 
Higher levels of the personality trait of dominance were associated with more 
negative attitude scores. The personality trait of dominance can be 
characterised as the need to exert control and influence over others (Case, 
Fishbein & Ritchey, 2006). There was no explanation of the possible meaning 
ŽĨƚŚŝƐĂƐƐŽĐŝĂƚŝŽŶŝŶdŚŽƌƐŽŶĂŶĚWŽǁĞůů ?Ɛ ? ? ? ? ? ?ƐƚƵĚǇ and it is therefore 
unclear what this finding represents.  
 
Five ƐƚƵĚŝĞƐŝŶǀĞƐƚŝŐĂƚĞĚƚŚĞƌĞůĂƚŝŽŶƐŚŝƉďĞƚǁĞĞŶƌĞƐƉŽŶĚĞŶƚƐ ?ŵŽƚŝǀĂƚŝŽŶ
for entering medicine and their attitude scores. In four out of five studies, 
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respondents who reported entering medicine for reasons that authors 
considered to represent intrinsic motivation, such as the opportunity to help 
others, were more likely to report more positive attitude scores (Belgrave et 
al., 1982; Chumbler et al., 1996; Chumbler & Ford, 1998; Lui & Wong, 2009).  
Two of these four studies also measured extrinsic motivation for entering 
medicine, such as future earning potential and job security, with both finding 
more negative attitude scores in those with higher levels of extrinsic 
motivation (Belgrave et al., 1982; Chumbler et al., 1996). Menz et al. (2003) 
was the only study that did not find a relationship between extrinsic and 
intrinsic motivation and attitude scores. A possible reason for this is that 
Menz et al. (2003) used established intrinsic and extrinsic motivation scales, 
developed by Chumbler and Robbins (1994), but did not score the measure or 
analyse the data in ĂŶĞƐƚĂďůŝƐŚĞĚǁĂǇ ?ŽƌĂƐŽƵƚůŝŶĞĚďǇƚŚĞƐĐĂůĞ ?ƐĂƵƚŚŽƌs. 
Instead Menz et al. (2003) calculated tŚĞƌĂƚŝŽŽĨƌĞƐƉŽŶĚĞŶƚƐ ?ĞǆƚƌŝŶƐŝĐƚŽ
intrinsic motivation and conducted the correlation according to this figure. 
The authors reported both extrinsic and intrinsic motivation was not linked to 
attitude scores because the ratio was not correlated. It is not clear why Menz 
et al. (2003) chose to base the correlation on a single ratio representing 
intrinsic and extrinsic motivation or what this ratio truly represents. 
dŚĞƌĞĨŽƌĞ ?DĞŶǌĞƚĂů ? ?Ɛ ? ? ? ? ? ?ĚŝƐĐƌĞƉĂŶƚĨŝŶĚŝŶŐƐŵĂǇďĞ ƚŚĞƌĞƐƵůƚŽĨĂ
methodological artefact.  
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3.8  Exploratory studies ? findings: Content of attitudes toward older 
patients 
Two studies investigated what medical students or doctors thought about 
older patients and their care. The following information is presented (see 
Table 7) to summarise each study:   
No.: Study number (labelled 1-2). 
Authors: Name of authors of study and year published. 
Design: Interviews or open-ended questionnaires, how data were collected or 
recorded. 
Sample, setting and recruitment strategy: Number of participants, participant 
background, how participants were recruited. 
Analysis: Choice of qualitative analytical techniques. 
Findings: Major and minor themes reported. 
Main concerns: Weaknesses in the study implementation or reporting in 
areas such as selection of participants, choice and rationale of setting, 
analytical techniques and interpretation of findings, and the role and bias of 
the researcher.  
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Table 7. 
Characteristics of exploratory ƐƚƵĚŝĞƐŽŶĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?attitudes toward older patients  
No. Authors Design Sample, setting and 
recruitment strategy 
Analysis Findings Main concerns 
1 Laditka, 
Fischer, 
Mathews, 
Sadlik, & 
Warfel 
(2002) 
Semistructured, 
open-ended 
Interviews, 
audiotaped and 
transcribed. 
26 doctors, all were 
PGY1, PGY2 or PGY3, 
New York, USA. Self-
selected, opportunity 
sampling. 
Grounded 
theory 
approach, 
beginning with 
open coding, 
coded by four 
authors, and 
independently 
reviewed by a 
fifth author. 
A. Positive attitudes:  
(1) Can learn a lot from older patients; 
(2) interesting cases; 
(3) entertaining patients; 
(4) greater satisfaction.  
B. Negative attitudes:  
(1) Treating Dementia;  
(2) non-compliance;  
(3) communication barriers;  
(4) dealing with relatives;  
(5) chronicity of health issues.  
Interview findings do not 
appear to have resulted 
from a sophisticated 
analysis. Findings were 
presented similar to a 
frequency analysis with 
percentages. There was 
great overlap between the 
interview questions and the 
themes that resulted and 
therefore data did not 
appear to have been 
subjected to deep analysis. 
2 Stevens 
& 
Pearlman 
(1988) 
Open-ended 
questionnaire. 
41 doctors: 26 
internal medicine and 
15 family medicine 
residents, all were in 
PGY1, PGY2 or PGY3 
of a university training 
programme, 
Washington, USA. 
Thematic 
analysis, by 2 
researchers 
blinded to 
participant 
identity. 
Disagreements 
resolved by a 
third 
researcher.  
A. Positive attitudes: 
(1) Personal satisfaction; 
(2) challenge of older patient care; 
(3) challenge of maintaining patient 
functioning; 
(4) older patient personal qualities; 
(5) ability to work with relatives. 
B. Negative attitudes: 
(1) Handling social & resource 
problems; 
(2) difficult patient encounters; 
(3) experiencing patient deterioration; 
(4) medical management; 
(5) psychological problems. 
Very little detail on how 
data were coded, and 
whether it was subject to 
multiple raters. Very little 
information on participants.  
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3.8.1  Quality and findings of studies 
For both studies, all participants were doctors. Although the authors did not 
explicitly refer to the three sources of information underlying attitude data 
(affective, behavioural, and cognitive information), both of the exploratory 
studies included attitude data based on these difference sources of 
information. Laditka et al. (2002) reported that participants found older 
patients are interesting to talk to, tell great stories, but tend to be non-
compliant to medical instructions. The authors did not describe these as such, 
but they appear to be based on cognitive information. Similarly, the authors 
described affective information provided by participants, specifically, that 
older patients can be frustrating to deal with due to the complexity of their 
health and illness status. Doctors also reported feeling frustrated when they 
felt they could not help older patients due to their chronic health conditions 
ŽƌƉŚǇƐŝĐĂůĚĞƚĞƌŝŽƌĂƚŝŽŶ ?&ƌƵƐƚƌĂƚŝŽŶƌĞůĂƚĞĚƚŽĚĞĂůŝŶŐǁŝƚŚƚŚĞƉĂƚŝĞŶƚƐ ?
relatives was also mentioned. Positive valence affective information included 
reports that older patients are satisfying to treat because doctors can learn a 
ŐƌĞĂƚĚĞĂůĨƌŽŵƚŚĞŵĞĚŝĐĂůĐŽŵƉůĞǆŝƚǇŽĨŽůĚĞƌƉĂƚŝĞŶƚƐ ?ŚĞĂůƚŚ ?
 
Laditka et al. (2002) also reported behavioural information relating to 
attitudes, which included reports that doctors had to explain treatments 
more often, and teach older patients about medications due to the multiple 
medications patients often need to take. Participants also reported the need 
to assess mental function when dealing with older patients due to the 
complications of dementia or psychological issues which occur more 
commonly with this patient group. Therefore, >ĂĚŝƚŬĂĞƚĂů ? ?Ɛ ? ? ? ? ? ?findings 
included affective, behavioural and cognitive information. It should be noted 
that the authors did not draw this distinction, but simply reported the 
attitudes they found and the frequency with which they occurred during the 
interviews. 
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ĞƐƉŝƚĞƚŚĞĂƵƚŚŽƌƐ ?ĚĞƐĐƌŝƉƚŝŽŶŽĨƚŚĞir data analysis as grounded theory 
analysis with open coding, the findings were categorised according to the five 
interview topics that were determined prior to the interview analysis. These 
ĐŽŵƉƌŝƐĞĚƌĞƐƉŽŶĚĞŶƚƐ ?general view about older patients, independence of 
the older patient, compliaŶĐĞƚŽĚŽĐƚŽƌƐ ?ŝŶƐƚƌƵĐƚŝŽŶƐ ?ĞŶĚŽĨůŝĨĞŝƐƐƵĞƐ ?ĂŶĚ
elder abuse. Furthermore, the findings were categorised according to the 
percentage of respondents who mentioned each subtheme. The way in which 
the findings are discussed seems inconsistent with grounded theory analysis 
as described by Strauss and Corbin (1990) because findings were classified 
according to interview questions, and therefore were predetermined. 
Typically grounded theory does not encourage the use of preconceptions to 
organise the data during analysis. It can be argued that in >ĂĚŝƚŬĂĞƚĂů ? ?Ɛ
(2002) study, that the organisation of the findings with identical themes to 
interview questions indicates the data analyses were not grounded, but 
conceived during data collection. As a result, the credibility of the study 
findings is questionable.  
 
The second exploratory study (Stevens & Pearlman, 1988) used open-ended 
questionnaires in which participants listed their likes and dislikes about older 
patients and caring for older patients. Responses were subject to a thematic 
analysis to describe positive and negative attitudes toward the older patient 
and their care. Stevens and Pearlman (1988) listed participants ?ůŝŬĞs and 
described these as positive attitudes. These included reports that older 
patients tend to be reliable, dependable, honest, humorous, take an interest 
in their health and are independent, arguably all cognitive information. 
Dislikes regarding older patients, which the authors reported as negative 
attitudes, comprised almost entirely of challenges in the doctor-patient 
encounter. These included reports of the difficulty of obtaining a history from 
the patient, dealing with those with hearing impairments, and the tendency 
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for time-consuming patient encounters, which are arguably all behavioural 
information.  
 
Stevens and Pearlman (1988) also found participants reported positive and 
negative attitudes toward caring for the older patient. Participants liked that 
these patients tended to be appreciative and grateful for the medical care 
they received. Participants also liked the intellectual challenge of dealing with 
such a medically complex group. Participants also reported that they found it 
rewarding to help maintain dignity and preserve self-sufficiency in older 
patients, and felt valued when this was achieved. Amongst the negative 
attitudes toward caring for older patients, participants reported that they had 
times where they felt at a loss with regard to how to manage patient care, 
especially in the area of managing the multiple medications that older 
patients were typically on. Participants also reported experiencing difficulty 
meeting the expectations of the patient and their family. Other disliked 
aspects of older patients and providing their medical care included patient 
non-compliance with doctors ? instructions, inability of doctors to affect 
irreversible disease or physical deterioration, and dealing with chronically ill 
older patients.  
 
Despite the simple study design of asking participants to list their likes and 
dislikes about older patients ?^ƚĞǀĞŶƐĂŶĚWĞĂƌůŵĂŶ ?Ɛ ? ? ? ? ? ?ƐƚƵĚǇƉƌŽĚuced 
data that clearly addressed the older patient context, rather than older 
people in general. Data were elicited directly from participants allowing them 
to use their own ideas and words, as opposed to asking them to fit their 
thoughts into answers in a closed-ended questionnaire. This contrasts with 
what was typically done in the intervention and cross-sectional studies 
included in themes 1 and 2 of the review (Sections 3.6 and 3.7). The findings 
did not include much attitude data addressing older people in society, such as 
their hobbies, interests or residential situations, which are included in the 
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content of a number of general questionnaires used in the quantitative 
studies included in Sections 3.6 and 3.7. Both exploratory studies addressed 
attitudes toward older patients and their care, rather than toward older 
people in general. As a result, the findings tended to be specific to medical 
care settings and the healthcare context, which marked an important 
strength of these studies. However, both studies appeared to have had 
surface-level analyses of the data. The findings of both studies focused on the 
frequency of responses rather than a detailed description of responses or any 
further attempts to decipher meaning. Both studies were American in origin, 
with no exploratory studies from the UK identified in the systematic search 
and review. 
 
Methodological issues aside, the two exploratory studies collected data 
concerning the content of doctors ? attitudes toward older patients. The 
findings went beyond cognitive information (such as beliefs and stereotypes), 
and included affective and behavioural information toward the older patient 
and providing their medical care. A weakness of the two exploratory studies 
was the simplistic data analysis techniques employed. 
 
3.9  Discussion of the review 
This review comprised of a systematic search and critical review of the 
English-language scientific research literature pertaining to medical students ? 
ĂŶĚĚŽĐƚŽƌƐ ?attitudes toward older patients. The review was designed to 
address research question 1 (Section 1.3): ,ŽǁŚĂǀĞŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂŶĚ
ĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients been investigated in the scientific 
research literature to date? A broad search strategy was used to allow the 
identification of diverse study designs and approaches to the measurement 
or description of these attitudes. This review identified that the research 
ůŝƚĞƌĂƚƵƌĞŽŶĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂƚƚŝƚƵĚĞƐĐŽƵůĚďĞŐƌŽƵƉĞĚ
according to the objectives of the studies. Specifically, the research literature 
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could be divided into studies that sought to: (a) determine whether a 
geriatrics-related intervention could change attitude scores held by doctors 
or medical students; (b) identify variables that were related to attitudes 
toward older patients; or (c) explore the content of attitudes toward older 
patients.     
 
Results indicated that interventions with an empathy-fostering component 
were more likely to demonstrate a positive change in attitude scores from 
pretest to posttest. These empathy-fostering components included 
mentoring, informal contact with healthy older people, or taking part in an 
ageing simulation. In contrast, studies that incorporated only knowledge-
building components, such as geriatrics courses or lectures, were not as likely 
to demonstrate attitude change results.  
 
An examination of the cross-sectional studies investigating relationships 
between a range of demographic, educational, and professional-related 
variables did not indicate the presence of many consistent relationships. 
Three relationships were identified which are recommended for further 
investigation: gender of respondent, motivation for entering medicine, and 
interest in a geriatric medicine career. Regarding the associations with gender, 
fifteen studies found no relationship between gender and attitude scores, but 
of the eight studies which reported a relationship, all found female attitude 
scores to be more positive than males. Based on these findings it is unclear 
whether, or under what circumstances, gender may be linked to attitude 
scores. However, given the findings elsewhere in the scientific literature that 
female medical students score higher on social desirability than their male 
counterparts (Merrill, Laux, Lorimor, Thornby, & Vallbona, 1995; Merrill, 
Lorimor, Thornby, & Vallbona, 1998), it is proposed that the associations 
between attitude scores and gender may have been a methodological 
artefact. There was a failure of studies from the cross-sectional review to 
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measure socially desirable responding, which could have affected the scores 
achieved on any measure of attitudes toward older patients. Further work is 
therefore recommended assessing attitudes toward older patients and levels 
of socially desirable responding, and also the effect of gender on both of 
these variables.  The main reason for this is to determine whether attitude 
scores may be inflated according to gender and whether there is a need to 
statistically treat attitude scores in line with socially desirable responding. 
 
Motivation to study medicine and ĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ŝŶƚĞƌĞƐƚŝŶ
geriatric medicine appeared to be related to attitude scores which also 
warrants further investigation. Medical students who reported higher levels 
of intrinsic motivation (such as a desire to help others) tended to report more 
positive attitudes toward older patients. Also, eight of the nine studies 
ŝŶǀĞƐƚŝŐĂƚŝŶŐĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ŝŶƚĞƌĞƐƚŝŶƉƵƌƐƵŝŶŐŐĞƌŝĂƚƌŝĐ
medicine found a significant positive relationship with attitude scores 
amongst those more interested in pursuing geriatric medicine. However, 
studies did not attempt to explain the nature of the relationship and the 
cross-sectional design of the studies means that conclusions regarding 
causality or the direction of the relationship cannot be drawn. On the whole, 
longitudinal data indicating whether these variables are linked, and the 
direction of the relationship, would be an interesting area for future research. 
Again, it is recommended that socially desirable responding is measured in 
conjunction to attitudes toward older patients. 
 
The two exploratory studies described attitudes toward older patients in a 
very different way to the quantitative results. Both of these studies provided 
examples of attitudes, rather than simply the quantification of attitudes from 
positive to negative valence. Furthermore, both exploratory studies reported 
attitudes toward older patients, and did not generalise results garnered using 
 ‘ŽůĚĞƌƉĞŽƉůĞ ?ĂƐƚŚĞƚĂƌŐĞƚ ?ƐĂƌĞƐƵůƚ ?ƚŚĞĞǆƉůŽƌĂƚŽƌǇƐƚƵĚŝĞƐĨŽƵŶĚŚŝŐŚůǇ
  
  128 3. SYSTEMATIC SEARCH AND REVIEW 
 
specific examples of attitudes which related directly to the medical encounter 
and the older patient ?s health and illness.  
 
3.9.1 Research gaps identified in the review 
This review identified the need for more studies investigating doctors ? 
attitudes toward older patients. Of the 60 studies included in the review, only 
17 studies ŝŶǀĞƐƚŝŐĂƚĞĚĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐ toward older patients.  It is also 
clear that the UK literature on doctors ? ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂƚƚŝƚƵĚĞƐ
toward older patients is very limited. Across all 60 studies, only four 
originated from the UK (Deary et al., 1993; Edwards & Aldous, 1996; Hughes 
et al., 2008; Shahidi & Devlen, 1993). Only one of the UK studies investigated 
ĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients (Edwards & Aldous, 1996) whilst the 
remaining three focused solely on medical students. Additionally, Hughes et 
al. (2008) was the only UK study conducted in the last 15 years.  
 
Over 70 per cent of all included studies originated from the USA. Due to the 
unique characteristics of the UK ?Ɛ National Health System (NHS), there may 
be important differences between findings from the UK and the USA, 
especially given that the USA has a significant private medical sector. 
Additionally, the changes that have occurred to the UK ?Ɛ NHS in recent years 
to improve older patient care (e.g. Department of Health, 2001), also 
highlights the possibility that the majority of the UK research literature, 
having been conducted in the 1990s, is out-of-date. Therefore, the findings of 
this review indicate the need to investigate attitudes toward older patients in 
doctors and medical students in UK settings. 
 
This review highlighted methodological concerns across the research 
literature and there appeared to be great confusion between the 
investigation of older people and older patients. This was most evident in 
some intervention studies in which the focus of the intervention (e.g. older 
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patients) did not match the focus of the questionnaire (e.g. older people), 
threatening the validity of results. All studies, with the exception of the two 
exploratory studies, attempted to measure attitudes and thus reduced 
attitude data to a score along a single dimension (from favourable to 
unfavourable). Without a detailed exploration of the content of attitudes, 
which is essentially the information on which the summated attitude score is 
based, we cannot be confident of what the attitude data represents.  
 
Only two studies included in the review sought to explore what doctors and 
medical students actually consider when asked for their attitudes toward 
older patients (Laditka et al., 2002; Stevens & Pearlman, 1988). Crucially, both 
studies found attitudes were highly specific to the medical context relating to 
ƚŚĞŽůĚĞƌƉĂƚŝĞŶƚƐ ?ŚĞĂůƚŚ ?ŝůůŶĞƐƐ ?ƚƌĞĂƚŵĞŶƚ, and their functional and 
communicative abilities, as opposed to describing attitudes of older people in 
general. This calls into question the assumptions of some of the past research 
ǁŚŝĐŚŚĂƐŶŽƚĚĞůŝŶĞĂƚĞĚ ‘ŽůĚĞƌƉĞŽƉůĞ ?ĨƌŽŵ ‘ŽůĚĞƌƉĂƚŝĞŶƚƐ ?ŝŶƚŚĞŝƌĂƚƚŝƚƵĚĞ
measure. There is a possibility that asking participants about their attitudes 
toward older people in general does not greatly inform us about their 
attitudes to the older patients they typically see in healthcare settings. 
Therefore, the results of this review indicate that studies should ensure that 
questionnaires measuring these attitudes include items specifically relevant 
to the older patient and the medical context.  
 
This systematic search and review demonstrated that the content of attitudes 
is missing from the research literature, both in the worldwide English-
language literature, as well as that from the UK. It is therefore argued that a 
ĐŽŶĐĞƉƚƵĂůŝƐĂƚŝŽŶŽĨĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?Ăƚƚŝ ƵĚĞƐƚŽǁĂƌĚŽůĚĞƌ
patients is needed; specifically, a description of the content of ĚŽĐƚŽƌƐ ?Ănd 
ŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?attitudes toward older patients. The description of attitude 
content should precede attempts to measure attitude valence, given that 
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attitude measurement must include items relevant to the actual attitudes 
held. Our attitudes to any attitudinal target are the cognitions (or beliefs), 
emotions, and behavioural intentions toward that target (Rosenberg & 
Hovland, 1960). Therefore, the content of doctors ? ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?
attitudes toward older patients essentially refers to the aspects of the older 
patient and their care provision which are relevant and salient when one is 
considering the attitudinal target (i.e. older patients).    
 
The results of this review also highlighted a common failure of the previous 
research to address the components of attitudes, namely, cognitive, affective, 
and behavioural information. Studies tended to treat cognitive information, 
such as stereotypes of older patients or people, as the total attitude. 
However, as described in Chapter 2, attitudes data includes affective and 
behavioural information, as well as cognitive information. By investigating 
only one of the three components of attitudes, attitude score data can be 
argued to be only a measure of how much an individual is aware of, or in 
agreement with, common stereotypes of an attitudinal target, rather than 
their overall attitude (Klemmack, 1978). Being aware of a stereotype toward a 
target group does not necessarily predict or indicate how an individual would 
historically act or intend to act in the future (behavioural information) or how 
an individual feels (affective information) in relation to that target. 
Consequently, there is a pressing need to investigate attitudes using methods 
that are underpinned by the scientific research literature on attitude 
structure. Specifically, research should ensure that attitudes measured or 
explored incorporate affective and behavioural information in addition to 
cognitive information. The research literature now requires a detailed 
conceptualisation of attitudes toward older patients held by medical students 
and doctors, which incorporates cognitive, behavioural and affective 
information. 
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3.9.2 Limitations of the review 
A large number of search terms can be used to describe medical students and 
doctors, and it is possible that some terms were not identified in this review. 
Despite best efforts to locate articles, some may have been inadvertently 
missed. Due to the breadth of the database search, hand searching of 
journals was not conducted, which is a further limitation of this review. 
Moreover, because of publication bias, quantitative studies finding 
nonsignificant results are less likely to be published than those with 
significant findings, which may have skewed the results of the review. This 
review sought to identify studies of medical students and doctors working in 
secondary and tertiary care settings and so did not include primary care 
physicians or those working in community-based practices. This was in 
keeping with the scope of the present thesis (see Chapter 1), but it is 
important to note that the findings of this review are limited to doctors and 
medical students working in secondary and tertiary care (e.g. hospital 
settings). 
 
Although efforts were made to assess and extract data systematically, the 
judgements made for this review were subjective, and other researchers 
might have come to different conclusions. Additionally, this study employed 
one reviewer and therefore interrater reliability could not be assessed. Other 
reviewers might have come to different decisions, especially with regard to 
the inclusion of studies and judgements of methodological quality. However, 
the critical review of studies depended on interpretative judgements, which 
made subjective judgements integral to the process. In order to qualify these 
judgements, decisions were described transparently, especially with regard to 
the quality of studies and the discussion of the attitude measures and tools 
used. 
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3.10  Chapter summary 
This chapter described a systematic search and review of the published 
research literature on attitudes toward older patients held by medical 
students and doctors. This was designed to address the first research 
question outlined in the opening chapter of this thesis (Section 1.3). The 
review found that the majority of studies in this area investigated attitudes 
toward older patients by compiling and comparing attitude score data. 
Importantly, there was a lack of studies that adequately conceptualised 
attitudes toward older patients by either doctors or medical students, and 
little attention was paid to doctors ? attitudes in UK settings. Consequently, 
the next chapter will introduce the methodology employed to empirically 
assess the conceptualisation of these attitudes in UK settings, in order to 
address this gap in the research literature. 
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4. STUDY 2: ATTITUDES STUDY METHOD 
 
4.1  Chapter overview 
This chapter introduces the second phase of the project, the 
ĐŽŶĐĞƉƚƵĂůŝƐĂƚŝŽŶŽĨŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂŶĚĚŽĐƚŽƌƐ ?ĂƚƚŝƵĚĞƐƚŽǁĂƌĚŽůĚĞƌ
patients and their care in a UK setting. Firstly, the theoretical assumptions of 
the research are stated. Secondly, the rationale for the qualitative approach 
is given, along with strengths and limitations of this method. Thirdly, details 
of the methods employed for the study are provided. 
 
4.2  Theoretical assumptions of the present work 
The present research is theoretically underpinned by a postpositivist position 
on scientific knowledge, in the tradition of Kuhn (1962; 1970). Kuhn (1962) 
argues that all scientific discovery is conducted within a paradigm or research 
tradition (later referred to ĂƐ ‘ĂŶĞǆĞŵƉůĂƌ ? ?<ƵŚŶ ? ? ? ? ?) deemed acceptable 
by members of the research community for the accumulation of scientific 
knowledge. There are traditionally acceptable types of instruments, 
measurements, and methods for the accumulation of scientific knowledge 
and progress within a particular research community or discipline (Kuhn, 
1962). Kuhn also argues that research questions are framed within the 
research tradition along with suitable ways in which to address these 
questions. Due to the paradigm within which individuals and scientific 
communities are operating, only an approximation of knowledge can be 
sought rather than objective knowledge (Kuhn, 1962).  
 
<ƵŚŶ ?ƐƉĞƌƐƉĞĐƚŝǀĞŽŶƐĐŝĞŶƚŝĨŝĐĚŝƐĐŽǀĞƌǇ(1962; 1970) has been referred to 
as postpositivism and is considered critical of the traditional positivist 
position that truth and knowledge can be known with certainty (Crotty, 1998). 
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In line with the postpositivist position, the present work assumes realism 
(that reality exists independently of the observer), and the desirability and 
pursuit of objective truth.  However, postpositivists (e.g. Kuhn, 1962; 1970; 
Popper, 1965; Alexander, 1995) argue that because knowledge is based on 
human conjecture, objective knowledge or truth is not possible (Popper, 
1965). Instead we can know reality only imperfectly and probabilistically 
(Kuhn, 1970). The use of qualitative research in a postpositivist framework is 
not uncommon, but means that the goal of the qualitative data is to 
approximate objective truth with more probability (Alexander, 1995), as 
opposed to the construction of one of many possible subjective truths (as is 
characteristic of relativist position). According to postpositivism, scientific 
knowledge is not certain. Instead, it is the best available understanding of the 
world and is open to refutation and further empirical investigation (Alexander, 
1995). 
 
4.3  The qualitative approach  
4.3.1  Rationale for the qualitative approach 
This study was designed to answer the second research question (Section 1.3), 
and, therefore, offer a conceptualisation of ŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂŶĚĚŽĐƚŽƌƐ ?
attitudes toward older patients and their care in UK settings. Consequently, 
the goal of the present study was exploratory and concerned description and 
explanation rather than quantification. A qualitative approach was deemed 
appropriate because it can allow deeper understanding of social phenomena 
(Silverman, 2000). Additionally, the organisation of individual accounts of 
experience, characteristic of the qualitative approach, is considered useful for 
generating theory (Strauss & Corbin, 1990; Brown & Lilford, 2008). 
Specifically, Strauss and Corbin (1990) argue that qualitative methods are 
ideal for the identification of variables that may later be measured 
quantitatively. The scientific research literature on attitudes toward older 
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patients held by medical students and doctors would benefit from qualitative 
data, because no matter how much data are collected, quantitative data 
represent a single dimension of knowledge (Mason, 2002). Mason has argued 
that qualitative inquiry represents an additional dimension to knowledge, and 
should be used in conjunction with quantitative methods so that investigation 
is multidimensional.  
  
4.3.2  Limitations of the qualitative approach 
Many of the criticisms of the qualitative approach relate to its incompatibility 
with the traditional positivist paradigm, due to the inherent subjectivity 
associated with many aspects of qualitative study design and analysis 
(Bryman, 2012). The researcher acts as the instrument of inquiry and, 
therefore, the objectivity of data collection and analysis is called into 
question (Lincoln & Guba, 1985), especially with regard to the validity, 
reliability and generalisability of data (Lincoln & Guba, 1985). Alternatives to 
traditional notions of quality have been offered by qualitative researchers to 
allow evaluation and confidence in qualitative findings. These criteria relate 
to the trustworthiness of data, such as the credibility and dependability of 
findings (Lincoln & Guba, 1985). In light of the current postpositivist 
theoretical position which considers scientific knowledge to be subject to 
human conjecture and bias, the goal of the qualitative researcher does not 
differ from the goal of the quantitative researcher. This goal is to reduce bias 
where possible, and accurately report the study settings and context to allow 
others to determine the generalisability or transferability of research findings 
to other settings (Lincoln & Guba, 1985). With these limitations in mind, a 
detailed account is provided of the decisions taken regarding the interview 
design, style, setting, participants, and analysis. This is in order to ensure that 
areas of potential bias are included in this account of the study and its 
findings.  
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4.3.3  Rationale for the selection of interviewing as a research tool 
Interview style is typically described as unstructured, semistructured, or 
structured. Unstructured interviews may appear as a free-flowing 
conversation between the interviewer and interviewee. At the other end of 
the spectrum, structured interviews consist of set questions, in a set order, 
and with little flexibility (Burgess, 1984). For this study, a semistructured 
interview style was chosen. Semistructured interviews typically have a set 
theme and predefined questions that serve as an interview guide (Patton, 
1990). However, the order of questions and the precise terminology of the 
questions can vary between interviews to allow for a conversational feel to 
the interviews (Patton, 1990). One of the benefits of semistructured 
interviews is that the use of an interview guide with predefined questions 
allows the interviewer greater time and opportunity to focus on what is being 
said during the interview (Smith & Osborn, 2003). At the same time, the 
flexibility of a semistructured style allows the interviewer to pose questions 
that are not on the interview guide, if they are deemed relevant to the 
research aims (Patton, 1990). Therefore, semistructured interviews allow 
flexibility to explore new areas and new ideas during an interview. As a result, 
semistructured interviewing is particularly useful when there is a lack of 
previous research (Murphy & Dingwall, 2003), as was the case for this study. 
Any potential new ideas and themes raised by participants relating to the 
research aim were explored, as they may have been previously overlooked 
due to the limited depth of the prior research relating to the present topic. A 
semistructured style of interviewing was also selected because it was 
considered important that some core questions on the topic were asked of all 
participants, and therefore an interview guide was needed.  
 
4.3.4  Limitations of interviews and semistructured styles of interview                     
It should be highlighted that the use of a semistructured interview style 
means that interviews differ for each participant. Despite the use of an 
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interview guide with core questions, some participants may be asked 
additional questions that others were not. This lack of standardisation in 
interviewing could be considered a limitation. Semistructured interviews have 
also been described as taking longer to conduct and the data being harder to 
analyse than structured interviews (Smith & Osborn, 2003). As a method of 
data collection, interviewing has been criticised on the grounds that it 
depends greatly on the skill of the interviewer and suffers from the possibility 
of misinterpretation and inaccuracy at many stages of data collection and 
analysis (Becker & Geer, 1957). Nevertheless, Silverman (1985) posits that an 
approach or a data collection method is not inherently superior to another; 
what matters is the suitability of the approach and the data collection and 
analysis method to answer the research question.   
 
It has also been argued that interviews take place in an unnatural 
environment and, therefore, results are not likely to mirror the reality the 
interview data is attempting to reflect (Miller & Glassner, 1997). The 
postpositivist approach to interview research entails an awareness of the 
possibility of, and attempts to minimise, interviewer bias and the effect of 
social factors in the search for an approximate understanding of phenomena 
(Morris, 2006). The findings that emerge from research interviews are likely 
to be affected by a number of socially contingent factors relating to the 
background of the interviewer, interview setting, personality characteristics 
of the interviewee, and selection of participants (Silverman, 2000). The 
quality associated with qualitative studies tends to involve consideration of 
each of these factors. After a brief statement of the study objective, a 
detailed description of the study method is provided in order to make the 
ŵĞƚŚŽĚŽůŽŐŝĐĂůĚĞĐŝƐŝŽŶƐƌĞŐĂƌĚŝŶŐƚŚĞƐƚƵĚǇƚƌĂŶƐƉĂƌĞŶƚĂŶĚŐŝǀĞ “ƚŚĞ
fullest possible details about the contexts in whicŚƌĞƐĞĂƌĐŚĂĐĐŽƵŶƚƐĂƌŝƐĞ ?
(Seale, 1999, p.177). 
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4.4  Study 2 objective 
The objective of this study was to address research question 2:  
How can medical students ? ĂŶĚĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients and 
their care be conceptualised in a UK setting? 
 
4.5  Methods 
4.5.1  Recruitment strategy and participants 
Participants were recruited from two sites of an NHS hospital trust (also 
known as an acute trust) based in the Midlands area of England. 
Incorporating the two hospital sites, the NHS trust had over 1800 beds and 
provided services for the catchment area of approximately 660,000 people. 
Participants were medical students or doctors currently based at this NHS 
hospital trust. Interviews took place at both sites. Participants who were 
medical students had to be in their clinical years, years 4 and 5 of the medical 
degree, to ensure that they had some experience of hospital settings. All 
junior doctors working at the two hospitals were eligible to participate. All 
specialist doctors, with the exception of Paediatricians, were also eligible to 
participate as it can be expected that they will typically encounter older 
patients as a proportion of their patient load. 
 
Twenty-five participants were recruited for this study using convenience 
sampling. Participants were, therefore, a self-selected nonprobabilistic 
sample. Participant information sheets were distributed in person or via email. 
An email advertising the study was sent to 4th and 5th year medical students 
at the medical school affiliated to the NHS trust. Individuals who responded 
to the advertisement were sent a participant information sheet, which they 
were advised to read, and asked to contact the researcher if they had any 
questions about the study. Respondents were emailed again approximately 1 
or 2 days later and asked if they would be interested in being interviewed and, 
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if so, interviews were arranged at a time and location convenient to the 
participant. Doctors were accessed through advertisements on hospital 
noticeboards and via email. Due to low response to study advertisements by 
consultant doctors, these groups were also accessed by personal contact and 
email (via a gatekeeper who was known to the researcher and the research 
supervisor). Two gatekeepers assisted with the recruitment for the study. 
Both gatekeepers were medical doctors who worked at the NHS trust and 
were known to the researcher due to their research activity. Gatekeepers 
were asked to share the study advertisement with registrars and consultant 
doctors who may be interested in participating, asking them to email the 
researcher. Five consultant doctors responded to this method of recruitment 
(with the remaining four from this group responding to advertisements).  
 
Of the twenty-five participants recruited for the study, seven were medical 
students and the remaining 18 were doctors. In order of experience, there 
were six junior doctors, two specialty trainees, one specialty registrar, and 
nine consultant doctors. The medical students began their experience of 
working on the hospital wards (often referred to as  ‘ĐůŝŶŝĐĂůǇĞĂƌƐ ? ?ŚĂůĨǁĂǇ
through their third year, and continued rotating on the wards (gaining 
experience on the hospital wards) throughout years 4 and 5 of medical school. 
/ŶƚŚŝƐƐƚƵĚǇ ?ŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĞǆƉĞƌŝĞŶĐĞŽĨǁŽƌŬŝng on the hospital wards, 
ranged from 6 months to 2 years. For doctors, years of postuniversity practice 
ranged from 9 months to 29 years. Fifteen of the participants were female 
(60% of the sample). Participants ? ethnic background, with percentage of 
sample in brackets, was as follows: White British (52%), White non-British 
(16%), Indian non-British (12%), Indian British (8%), Chinese non-British (4%), 
Black non-British (4%), Chinese British (4%). Characteristics of the sample are 
presented in Table 8. Findings presented in the subsequent two chapters 
(Chapters 5 and 6) are supported by quotes in which participants are 
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identified by their participant number, as presented in the first column of 
Table 8. 
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Table 8.  
Demographic characteristics of participants 
Participant 
No. 
Gender 
Age 
range 
Role Level/grade Specialty 
Years of 
practice 
1 Female 21-30 Medical student Year 5 - - 
2 Female 21-30 Medical student Year 4 - - 
3 Female 21-30 Medical student Year 4 - - 
4 Male 41-49 Doctor Consultant Geriatric medicine 26 
5 Female 21-30 Medical student Year 5 - - 
6 Male 41-50 Doctor Consultant Geriatric & stroke medicine 25 
7 Female 21-30 Doctor Specialty trainee registrar Geriatric medicine 6 
8 Male 21-30 Medical student Year 4 - - 
9 Female 31-40 Doctor Specialty Registrar Geriatric medicine 10 
10 Male 21-30 Medical student Year 4 - - 
11 Male 41-50 Doctor Consultant Stroke medicine 18 
12 Male 40-50 Doctor Consultant Diabetes & Endocrinology 14 
13 Female 40-50 Doctor Consultant Stroke medicine 19 
14 Female 21-30 Medical student Year 4 - - 
15 Female 21-30 Doctor Foundation Year 1 - ~1 
16 Female 21-30 Doctor Foundation Year 2 - ~2 
17 Male 21-30 Doctor Specialty trainee registrar Plastics & reconstructive surgery 5 
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18 Female 21-30 Doctor Foundation Year 2 - ~2 
19 Female 21-30 Doctor Foundation Year 2 - ~2 
20 Female 21-30 Doctor Foundation Year 2 - ~1 
21 Male 31-40 Doctor Consultant Respiratory medicine 13 
22 Male 31-40 Doctor Consultant Geriatric medicine 10 
23 Female 41-50 Doctor Consultant Acute medicine 16 
24 Female 21-30 Doctor Foundation Year 1 - ~1 
25 Male 51-60 Doctor Consultant General surgery 29 
Dash ŝŶĚŝĐĂƚĞƐ ‘ĚĂƚĂŶŽƚĂƉƉůŝĐĂďůĞ ?.
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4.5.2  Procedure and setting 
Interviews with medical students took place in a private study room in the 
medical school library. Interviews with junior doctors took place in a private 
room on the hospital ward, or in the medical school library. Interviews with 
consultant doctors took place in their office. All interviews took place over a 
two month period from the beginning of September 2011 until the end of 
October 2011.  
 
Prior to the beginning of each interview, each participant was given a 
participant information sheet to read (see Appendix 4), time to ask questions, 
and a consent form to read and sign (see Appendix 5). Participants were 
verbally reminded that the interview would be recorded on a digital voice 
recorder, but interview recordings and the resulting transcripts would be 
confidential. Participants were also told that any identifiable information 
mentioned during the interviews would not be included in the transcripts. 
The voice recorder was then switched on and the interview commenced. 
Interviews lasted an average of 50 minutes and ranged from approximately 
39 minutes to 85 minutes. At the end of the interview, the participant was 
asked to provide their ethnicity, age and year of medical school or job role 
details (level of seniority, and specialty qualifications), and years of 
experience of working on the hospital wards. The audio recordings were 
transcribed by professional transcribers who had signed a confidentiality 
agreement. The researcher checked all transcripts against the audio recording 
for accuracy. 
 
4.5.3  Developing the interview guide 
Potential interview questions that had not previously been addressed in the 
research literature were listed. The areas of inquiry were set as: 
i) dŚĞĚĞĨŝŶŝƚŝŽŶŽĨĂŶ ‘ŽůĚĞƌƉĂƚŝĞŶƚ ?ĨƌŽŵƚŚĞƉĞƌƐƉĞĐƚŝǀĞŽĨƚŚĞƉĂƌƚŝĐŝƉĂŶƚ. 
ii) Frequency of contact with older patients (defined as over 65 years old). 
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iii) Cognitive information: beliefs about older patients. 
iv) Behavioural information: descriptions of past interactions with, and 
intentions to act in the future with regard to older patients. 
v) Affective information: emotions experienced when interacting with older 
patients. 
 
Questions relating to these topics were constructed and discussed with the 
research supervisor. In line with recommendations on question construction, 
open-ended questions were used wherever possible to allow participants to 
respond with detailed or longer answers (Smith & Osborn, 2003). Potential 
questions went through multiple iterations in order to minimise ambiguity in 
the question wording. Question valence was also removed so that question 
phrasing was neutral and not value-laden (Smith & Osborn, 2003). A 
funnelling technique to question sequence was used (Smith & Osborn, 2003), 
in which more general questions were asked at the beginning, followed by 
more specific questions, where appropriate. Smith and Osborn (2003) argue 
that the funnelling technique reduces the risk of biasing the answers in the 
same direction as the interviewers ? views and perspectives. The interview 
guide is provided in Appendix 6.   
 
4.5.4  Piloting the interviews 
The interview guide was piloted on one participant. The pilot interview was 
recorded on a digital voice recorder, but the data were not included in the 
main study due to changes in the interview guide as a result of the pilot study. 
The participant was made aware of this. The participant was asked the 
questions included in the interview guide, and afterwards was asked to 
comment on which questions were difficult to answer, areas of enquiry that 
had not been investigated, and any changes to be made to the interview 
guide. The participant had experience of working in hospital settings and 
community settings, and was currently a teacher at the medical school course 
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affiliated to the hospitals from which this study was recruiting. The 
participant was a medical doctor, but was also in close contact with medical 
students. Therefore, this participant was considered to be an ideal candidate 
for piloting the interview guide. The pilot interview lasted 65 minutes and a 
number of changes resulted from this piloting process. These changes to 
interview questions, after the pilot interview, were as follows: 
1) YƵĞƐƚŝŽŶ ? PWĂƌƚŝĐŝƉĂŶƚƐǁĞƌĞĂƐŬĞĚŚŽǁůŽŶŐƚŚĞǇŚĂĚ “ĞǆƉĞƌŝĞŶĐĞŽŶ ?
ƚŚĞŚŽƐƉŝƚĂůǁĂƌĚƐ ?ĂƐŽƉƉŽƐĞĚƚŽŚŽǁůŽŶŐƚŚĞǇŚĂĚ “ǁŽƌŬĞĚŽŶ ?ƚhe wards. 
This was due to the fact that medical students are not formally employed by 
the hospital, and the original terminology of the question implied formal job 
experience which was not the intended meaning of the question.  
2) Question 16: A prompt was ĂĚĚĞĚƚŽƚŚŝƐƋƵĞƐƚŝŽŶ ? “ĂŶǇŽƵƚŚŝŶŬŽĨ
anything that struck you as unexpected when you first gained experience on 
ƚŚĞŚŽƐƉŝƚĂůǁĂƌĚƐ ? ? ? ?dŚĞƉŝůŽƚŝŶƚĞƌǀŝĞǁƉĂƌƚŝĐŝƉĂŶƚƐƵŐŐĞƐƚĞĚƌĞŵŝŶĚŝŶŐ
the participant of their first experience on the wards to try to capture their 
preconceptions and previous expectations of older patients and their care. 
3) Reasons for collecting demographic information were briefly stated prior 
to collection. 
4) Question 17: Participants were asked for their age-range, rather than their 
exact age. The pilot interview participant suggested that some older 
participants might feel uncomfortable stating their exact age.  
5) A final question was added to the end of the interview, in case participants 
had questions about the data. The pilot interview participant stated that 
some participants might have concerns about confidentiality and anonymity 
after the interview, especially if they thought that they had shared more 
personal information that they expected. Therefore a question was added to 
ĂůůŽǁƚŚĞŵƚŽƐŚĂƌĞƚŚŽƐĞĐŽŶĐĞƌŶƐ ? “Is there anything you want to ask, 
ĞŝƚŚĞƌĂďŽƵƚƚŚĞŝŶƚĞƌǀŝĞǁ ?ĚĂƚĂ ?ŽƌƚŚĞƌĞƐĞĂƌĐŚŝŶŐĞŶĞƌĂů ? ? ? 
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4.5.5  Ethical considerations 
4.5.5.1   Ethical approval and permissions 
Before the study was initiated, the protocol was reviewed and approved by 
the Research Governance department of the University of Nottingham. This 
was ƚŽĞŶƐƵƌĞƚŚĂƚŝƚŵĞƚƚŚĞƵŶŝǀĞƌƐŝƚǇ ?ƐƌĞƐĞĂƌĐŚĐŽĚĞŽĨĐŽŶĚƵĐƚ ?ĂŶĚǁĂƐ
conducted within the ethical principles outlined in the Department of Health 
Research Governance Framework for Health and Social Care (2005). Following 
this, the study received approval from the Research Ethics Committee (REC), 
and the respective National Health Service (NHS) Research & Development 
(R&D) department. The project was assigned a REC number (10/H0408/114). 
Additionally, the researcher sought, and was granted, an honorary research 
contract for the duration of the study in line with hospital trust guidelines. As 
part of the required amendments to the study from the Research Ethics 
Committee meeting, the participant information sheets were changed so that 
they included greater detail in where and how participants could seek help if 
they had witnessed inappropriate or unprofessional behaviour whilst at work. 
In line ǁŝƚŚƚŚĞĐŽŵŵŝƚƚĞĞ ?ƐƌĞĐŽŵŵĞŶĚĂƚŝŽŶƐ ?ƚŚĞŝŶƚĞƌǀŝĞǁĞƌŚŝŐŚůŝŐŚƚĞĚ
the contact information for help and assistance with this issue at the end of 
every interview. For medical students, it was advised that they discuss any 
issues with their course tutor.  
  
4.5.5.2   Informed consent 
Participation was voluntary and participants were informed of their right to 
withdraw from the study at any time and without providing a reason. 
Participants were given an information sheet and a consent form to read and 
sign should they agree to take part. Participants were assured of their 
confidentiality and informed that written transcripts would be anonymised 
ensuring that any data could not be traced back to the participants. All 
participants were informed that any quotes emanating from the interviews 
would have all identifying information removed. The anonymised transcripts 
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would only been seen by members of the research team and the transcripts 
would not be read by employees of the hospital trust. Participants were 
informed that the interviews were part of an academic project that formed 
thĞďĂƐŝƐŽĨƚŚĞŝŶƚĞƌǀŝĞǁĞƌ ?ƐĚŽĐƚŽƌĂůƌĞƐĞĂƌĐŚ, and were not part of any 
organisational attempt by the NHS trust to audit or investigate employees, or 
by the medical school to investigate students. 
 
4.5.5.3   Data storage and handling 
Interview recordings were transcribed by employees of a professional 
transcription service who had signed a confidentiality agreement. Prior to 
sending the audio recordings for transcription, any information that identified 
the participant, their coworkers, or details of the hospital in which they 
worked were removed from the audio recording using editing software. The 
audio recordings were encrypted and sent to the transcription service over a 
secure network.  The audio recordings were stored on a password protected 
USB drive which was in a locked cabinet at the University of Nottingham.  In 
line with the Data Protection Act (1998), all data were held securely. Study 
documentation, such as consent forms, were all stored in a locked cabinet on 
the University of Nottingham premises, accessible only to the researcher and 
her supervisor. Electronic data related to the study were anonymised and 
password protected and stored ŽŶƚŚĞƵŶŝǀĞƌƐŝƚǇ ?ƐƐĞĐƵƌĞǁĞďƐĞƌǀĞƌ ?ǁŚŝch 
was backed up every 24 hours in an encrypted format.  
 
4.5.5.4   Concerns about unprofessional behaviour 
At the end of all interviews, participants were reminded that the complaints 
procedure for NHS staff was outlined on the participant information sheet. In 
ůŝŶĞǁŝƚŚƚŚĞŚŽƐƉŝƚĂůƚƌƵƐƚ ?ƐŐƵŝĚĂŶĐĞ ?ƚŚĞƉĂƌƚŝĐŝƉĂŶƚŝŶĨŽƌŵĂƚŝŽŶƐŚĞĞƚ
contained advice for concerned individuals to initially raise any concerns with 
their line manager or course tutor (for medical students). The participant 
information sheet also included guidance concerning the appropriate sources 
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of advice for concerns about malpractice. Specifically, NHS staff can consult 
advice from a member of the Human Resources department of their hospital, 
or for confidential advice, they may contact the independent charity, Public 
Concern at Work. Participants who reported negative events or negative 
behaviours in others were reminded that their NHS trust offers confidential 
counselling. The phone numbers of the staff support counselling service for 
the trust were also included on the participant information sheets. 
 
As highlighted by the Research Ethics Committee, there was the possibility 
that accidental disclosure about inappropriate or unprofessional behaviour 
may have occurred during the interview. As explained in the participant 
information sheets, if participants disclosed any information indicated that 
they or someone else may be put at serious risk of harm, the researcher 
discussed these issues with her academic supervisor to determine the best 
course of action. Anonymised comments from transcripts were shown to the 
research supervisor when some examples of what may be construed as 
unprofessional behaviour were identified. A medical doctor, who was one of 
the key contacts outlined in the NHS ethics form to comment on ethical 
issues, was also consulted. He explained that the ethical issues raised need 
not be further investigated as they indicated well-known issues in the NHS 
system for older patient care and these had already been well documented in 
policy and practice.  
 
4.5.6  Data analyses 
The dataset was subjected to thematic analysis (e.g. Braun & Clarke, 2006; 
Grbich, 1999). The present research area, specifically pertaining to those 
working in UK NHS settings, was underresearched and lacked appropriate 
theory to guide the present analysis. Therefore, an inductive, data-driven 
approach (Patton, 1990) was chosen, where no a priori themes were 
identified: all themes identified came from the data (Patton, 1990). Data 
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were coded diversely, meaning that where excerpts were ambiguous, 
multiple possible meanings were coded; Braun & Clarke, 2006). Therefore, 
multiple coding was used; more than one code could apply to the same data. 
Thematic analysis allows for a flexible approach and does not need to occur 
from within a strict epistemological position. However, one of the main 
criticisms of using a flexible approach, such as thematic analysis, is that it is 
too subjective whereby  ‘ĂŶǇƚŚŝŶŐŐŽĞƐ ? ?dŽĂĚĚƌĞƐƐƚŚŝƐĐƌŝƚŝĐŝƐŵ ?ĂĚĞƚĂiled 
description of how data were coded is provided. Thematic analysis was 
conducted in ůŝŶĞǁŝƚŚƌĂƵŶĂŶĚůĂƌŬĞ ?Ɛ ? ? ? ? ? ?ƌĞĐŽŵŵĞŶĚĂƚŝŽŶƐ ? The 
stages of the analysis are now described. 
 
4.5.6.1   Familiarisation with data  
Transcripts were imported into the qualitative data analysis software NVivo 
(QSR International Pty Ltd., Version 9, 2010). Transcripts were checked 
against audio recordings for accuracy, and then read at least three times for 
the researcher to familiarise herself with the data.  
 
4.5.6.2   Initial coding 
The next stage of analysis involved initial coding where data were summed up 
with a basic, surface-level label. Essentially this is a labelling of ideas at a 
semantic level. ŽǇĂƚǌŝƐ ? ? ? ? ? ?ĐŽŶƐŝĚĞƌƐĐŽĚĞƐĂƐ “ƚŚĞŵŽƐƚďĂƐŝĐƐĞŐŵĞŶƚ ?
or element, of the raw data or information that can be assessed in a 
meaningful way regaƌĚŝŶŐƚŚĞƉŚĞŶŽŵĞŶŽŶ ? ?ŽǇĂƚǌŝƐ ? ? ? ? ?, p. 63). The 
entire data set was coded, resulting in approximately 600 codes.  These basic 
codes were the lowest level of analysis and were very close to the raw data. 
The next stage of coding therefore involved revising the codes.  
 
4.5.6.3   Revising the codes 
Revised codes were formed by amalgamating basic codes that addressed the 
same phenomena. These revised codes were intended to make the data more 
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manageable and to create the smallest useful chunk of data. Revised codes 
were created through extensive comparison with the raw data to ensure that 
each revised code still reflected all of the basic codes within it. The revised 
codes then became the lowest level at which the data could be analysed, and 
henceforth are ƌĞĨĞƌƌĞĚƚŽĂƐ ‘ŶŽĚĞƐ ? ?dhe next stage of analysis involved 
developing the themes to describe the nodes and patterns within and 
between nodes.  
 
4.5.6.4   Theme development 
Theme development was achieved by clustering nodes together in groups 
according to shared characteristics. dŚŝƐǁĂƐĂŬŝŶƚŽ “ĂĨŽƌŵŽĨƉĂƚƚĞƌŶ
recognition within the data, where the emerging themes become the 
ĐĂƚĞŐŽƌŝĞƐĨŽƌĂŶĂůǇƐŝƐ ?(Fereday and Muir-Cochrane, 2006, p. 82). Therefore, 
all nodes were organised under a theme to which they related. Boundaries of 
the themes were revised by extending or restricting their descriptions (Braun 
& Clarke, 2006). There was considerable iteration of the themes and the 
ultimate theme development depended on repeatedly going back to the raw 
data to ensure the theme adequately captured the raw data, as well as the 
nodes within it. At this stage, three different levels of data categorisation 
were used; nodes, subthemes, and themes. Nodes were clustered together 
under a sub-theme, and subthemes were clustered together under a theme. 
 
4.5.6.5  Theme refinement 
Links between themes, as well as the ordering of themes into levels were 
examined in greater detail. Ways in which themes might be linked together 
were hypothesised via thematic maps and many revisions of themes and 
subthemes were made to work out how best to describe the data. Theme 
development and refinement required input from other members of the 
research group. Two other postgraduate researchers and the primary 
supervisor all separately commented on, and questioned, the relationship 
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between themes and the appropriate level of themes as a subtheme or a 
theme.  The theme development stage came to an end when the four 
individuals agreed on the themes and subthemes. At this point the coding 
framework was determined. 
 
4.5.6.6   Reanalysis of the data set 
The entire dataset was reanalysed into the coding framework that had been 
determined. The coding framework essentially became a way to interpret the 
data and, being inductive, came directly from the data. Having confirmed a 
way to see and interpret the data, all transcripts were then subjected to 
analysis again. This was to ensure that raw data had not been lost or 
misinterpreted (Braun & Clarke, 2006) during the development of the coding 
framework and to ensure that all manifestations of themes, subthemes and 
nodes were identified and accounted for (Pope, Mays & Popay, 2007). There 
were some minor differences between the two analyses before and after the 
coding framework was developed. Typically this was that some data were not 
multiply coded to all the nodes to which it applied. This was rectified in the 
reanalysis of the dataset and this version was used henceforth.  
 
Approximately 50 per cent of the coded data were checked by another 
postgraduate researcher (i.e. a second coder) who was familiar with thematic 
analyses. The themes, subthemes, and nodes, along with the anonymised 
coded transcripts, were given to the second coder for inspection and 
comments. Differences in interpretations were raised and discussed. These 
differences occurred mainly in the names of the themes and subthemes. 
Minor changes to the names of themes and subthemes were therefore made 
in line with the recommendations of the second coder.  
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4.5.6.7   Division of the dataset 
Whilst coding and theme development stages occurred, comparison between 
groups (such as doctors and medical students) or specialties (those in 
geriatric medicine and those who were not) were investigated. This was 
achieved by removing groups of participants (e.g. medical students or those 
specialised in geriatric medicine) from the dataset and determining whether 
the thematic template looked different (i.e. whether particular themes were 
only applicable to a particular group of participants (such as medical 
students). Thematic maps remained similar despite the removal of groups 
from the data.  Therefore, all participants were analysed together despite 
their diverse backgrounds.  
 
The theme development stage indicated that the data could be 
conceptualised as two separate, parallel streams. The first stream addressed 
attitudes toward older patients, and included descriptions of older patients as 
well as the type of care or assistance they typically need in hospital settings. 
These findings are henceforth referƌĞĚƚŽĂƐ ‘ĂƚƚŝƚƵĚĞƐtoward older patients 
and their healthĐĂƌĞŶĞĞĚƐ ?ĂŶĚƚŚĞ description of the content of these 
attitudes (i.e. themes) are described in Chapter 5. A second stream of findings 
was identified ĂŶĚƌĞĨĞƌƌĞĚƚŽ ?ŚĞŶĐĞĨŽƌƚŚ ?ĂƐ ‘attitudes toward providing 
care for older patients ?.  These findings included descriptions of how the 
social and organisational environment, as well as the personal reactions to 
this environment, affected the individual and their ability to provide care for 
older patients. The descriptions of the content of these attitudes are 
described in Chapter 6.  
 
The two streams were analysed and described separately because the 
findings in the latter dataset were embedded in the organisational system in 
which the participants were working. In this case, it was a UK hospital setting. 
As a result, all the themes in Chapter 6 describe interactions between the 
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social and organisational environment and the medical students or doctors 
working in this system. These data were deemed a separate stream because 
they were not about attitudes toward older patients. These were attitudes 
toward the nature of the job, work and organisational environment when 
caring for older patients, and mostly concerned the factors in this 
environment which helped or hindered the participants in providing care for 
the older patient. Therefore this data stream demonstrated how older 
patient care is firmly embedded in the system of care and not entirely 
dependent on the characteristics of the older patient or their healthcare 
needs. Consequently, attitudes toward older people and their care in UK 
settings is conceptualised as (a) attitudes toward older patients and their 
healthcare needs (described in Chapter 5), and (b) attitudes toward providing 
care for older patients (described in Chapter 6). 
 
4.5.6.8   Researcher background and reflexivity 
Reflexivity has been described as a kind of personal accounting (Finlay, 2002) 
with regard to how the researcher impacts upon the research. A brief history 
of the researcher and her journey is provided below.  
 
The researcher (RS) is female and in her early thirties. RS conducted all 
interviews and took a lead role in the data analysis (under the guidance of the 
supervisory team). Prior to embarking on this research, RS completed a BSc. 
ŝŶWƐǇĐŚŽůŽŐǇĂŶĚĂDĂƐƚĞƌ ?ƐĞŐƌĞĞŝŶKĐĐƵƉĂƚŝŽŶĂůWƐǇĐŚŽůŽŐǇ ?,Ğƌ
ĚŝƐƐĞƌƚĂƚŝŽŶŽŶŚĞƌŵĂƐƚĞƌ ?ƐĚegree concerned a similar topic, specifically, the 
attitudes of healthcare staff toward older patients.  It was during the Master ?s 
degree that the gatekeepers for this project were introduced to RS. RS has no 
clinical experience and, prior to the Masters, had very little interaction with 
medical students and medical doctors. Therefore gatekeepers who worked as 
doctors in the NHS trust were required in order to obtain NHS ethical 
approval, as well as making appropriate decisions during the entire research 
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process such as to safely and conveniently recruit participants who work in 
hospital settings. RS believed the gatekeepers related to this study appeared 
to have a sympathetic attitude toward the older patient group. Most of these 
gatekeepers worked in settings dominated by older patients, such as geriatric 
medicine. RS was often aware of this attitude that can be briefly described as 
the belief that older patients receive inadequate care and services in NHS 
settings, and research should be used to improve the outcome and wellbeing 
of older patient experience. In comparison to the gatekeepers, this belief or 
assumption about older patient care was not particularly dominant during the 
interviews. However, RS was aware that participants sometimes appeared to 
present themselves in a more socially acceptable way, by qualifying harsh-
sounding sentiments often immediately after verbalising them and providing 
self-justification after displaying negative statements toward other patients. 
RS tried to maintain awareness regarding issues of self-presentation and 
social desirability in participants. RS was aware that some participants at first 
appeared to think that the motivation for the research was to look for 
negative attitudes, beliefs or behaviours in doctors due to recent focus in the 
media on inadequate care for older patients. Therefore, she explained that 
the research was exploratory and was attempting to describe the range of 
attitudes that can be held, and did not attempt to measure positive or 
negative attitudes. It is possible that some participants qualified their 
statements, or mentally edited thoughts before speech, in order to represent 
a socially desirable response. 
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5. STUDY 2: ATTITUDES STUDY FINDINGS 
PART ONE.  
OLDER PATIENTS AND THEIR HEALTHCARE NEEDS 
 
5.1  Chapter overview 
This chapter includes a description of the themes relating to participants ? 
descriptions of older patients and their healthcare needs. Descriptions of 
older patients formed the first main theme of this section (Section 5.2) and 
the second main theme related to their healthcare needs (Section 5.3). 
Within these two main themes were a number of subthemes and nodes, 
which are also described in this chapter. A discussion of the findings 
presented in this chapter are provided (Section 5.4), followed by a chapter 
summary (Section 5.5).  
 
The content of attitudes toward older patients and their healthcare needs, 
organised by the themes, subthemes and nodes presented in Table 9, are 
described in this chapter. 
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Table 9. 
Attitudes toward older patients and their healthcare needs: Themes, subthemes and nodes 
Theme Subtheme Node 
Mental and physical qualities  Composure and manner Being respectful and polite 
   of older patients 
 
Demonstrating gratitude 
  
Demonstrating trust  
  
Demonstrating resilience in adversity 
 
  Displaying hostile or challenging behaviours 
 
Communication skills Being conversational 
  
Limited by level of cognitive impairments,  
   temporary or long-term 
  
Affected by memory issues 
  
Affected by limitations in information processing 
 
  Affected by sensory impairments 
 
Biological age Physical limitations 
 
  Chronological versus functional age 
 
Heightened vulnerability in Isolation and loneliness 
 
   hospital Distress 
    Fragility and risk 
Older patients' healthcare needs Taking complex patient histories The increased importance of the history 
  
Accessing and corroborating information from others 
 
  Time-consuming and longer histories 
 
The challenge of diagnosis Multimorbidity, comorbidity and multiple medications 
  
Atypical presentations and nonspecific symptoms 
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The potential for misdiagnoses and missed diagnoses 
 
  Constraints of performing thorough examinations 
 
Communication with patients and  Need for clarity and brevity of speech 
 
   their relatives Being patient with the patient 
  
Reassuring the patient 
 
  Managing paternalistic tendencies in self and relatives 
 
Determining the treatment plan The appropriate level of treatment 
  
Negotiating with relatives and others about treatment 
  
Prioritising illnesses to deal with patient complexity 
  
The importance of treating the whole person 
  
Preventing complications or worsening of patient health 
 
  dŚĞƉƌŽďůĞŵŽĨ ‘ƐŽĐŝĂůĂĚŵŝƐƐŝŽŶƐ ? 
 
Organising a safe discharge and  The necessity of multidisciplinary teams for safe discharge 
     future rehabilitation needs The challenge of achieving a timely discharge 
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5.2  Mental and physical qualities of older patients 
This theme consisted of four subthemes: (a) composure and manner; (b) 
communication skills; (c) biological age; and (d) heightened vulnerability in 
hospital. All the nodes within these subthemes are described in detail below. 
In this theme, participants generally described cognitive information, such as 
beliefs about, and stereotypes of, the typical older patients in hospital 
settings. Cognitive information (of which stereotypes are examples) are 
information whereby participants describe common prototypical descriptions 
of older patients. 
 
5.2.1  Composure and manner 
5.2.1.1   Being respectful and polite 
Participants commonly described older patients as polite and respectful 
toward doctors and medical students and described their tendency to listen 
to and answer questions dutifully. Descriptions of the polite and respectful 
manner of many older patients also included good manners in interpersonal 
communication. A few participants described older patients as tending to be 
 “well-ŵĂŶŶĞƌĞĚ ? ?and this applied even in circumstances of inconvenience or 
discomfort to the patient: 
 “ ?ŽůĚĞƌƉĞŽƉůĞũƵƐƚƐĞĞŵƐŽŵƵĐŚŵŽƌĞƚŽůĞƌĂŶƚ ?dŚĞǇ ?ůůƋuite 
ŚĂƉƉŝůǇƐŝƚƚŚĞƌĞĂŶĚƐĂǇ ‘ŽŚŶŽ/ĚŽŶ ?ƚŵŝŶd waiting a little bit 
ůŽŶŐĞƌ ?ŽŚŶŽ/ ?ŵŶŽƚŝŶƉĂŝŶ ?ĚŽŶ ?ƚǁŽƌƌǇ ?, whereas a younger 
ƉĞƌƐŽŶǁŝůůƐĐƌĞĂŵĂŶĚƐǁŝŶŐĨƌŽŵƚŚĞƌĂĨƚĞƌƐ ? ?
 Participant 7, Trainee Specialist Doctor  
A few participants hypothesised that different personal values of older 
people, compared to younger people, was an underlying reason for their 
politeness and respectful manner. It was mentioned that members of the 
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older population placed a higher value on the importance of manner, 
especially showing good manners and etiquette in social interaction. It was 
put forward that they come from a generation where it is important to show 
respect to others, through being well-mannered when in the company of 
others: 
 “/ƚŚŝŶŬĞƐƉĞĐŝĂůůǇŝŶƚŚŝƐĐŽƵŶƚƌǇŽůĚĞƌƉĞŽƉůĞĂƌĞǀĞƌǇ ?ǀĞƌǇƉŽůŝƚĞ ?
very well mannered, I think they have seen a lot of hardship in the 
past so they are a completely different category of people.  I learn 
so much from them and I learn good manners, I learn to be 
ƌĞƐƉĞĐƚĨƵů ? ?
Participant 6, Consultant Doctor 
Many of the participants reported examples of polite verbal interaction with 
older patients. One participant added that the general respectful nature of 
many older patients was also evident in their actions and behaviour. This 
participant described a difference she often saw between older patients and 
younger patients in the context of being on time and well-turned out for 
appointments to the outpatient clinic at the hospital, which indicated respect 
and good manners: 
 “/ƚŚŝŶŬƚŚĞǇ ?ĞǀĞŶǁŚĞŶƚŚĞǇĐŽŵĞƚŽŽƵƚƉĂƚŝĞŶƚĐůŝŶ Đ, thĞǇ ?ƌĞ
ĂůǁĂǇƐǀĞƌǇƐŵĂƌƚůǇĚƌĞƐƐĞĚ ?dŚĞǇĂƌĞĂůǁĂǇƐŽŶƚŝŵĞ ?tŚĞƌĞĂƐ
younger patients I think, you know, can often be late, may not 
ĞǀĞŶƚƵƌŶƵƉ ?ŵĂǇŶŽƚƚĞůůǇŽƵŝĨƚŚĞǇ ?ƌĞŶŽƚŐŽŝŶŐƚŽƚƵƌŶƵƉ ? ? 
Participant 13, Consultant Doctor 
A number of participants expressed the belief that older patients tended to 
have a greater respect for the medical profession as a whole, and this factor 
may directly influence the way in which patients respectfully and politely 
interact in the medical encounter. It was explained by both medical student 
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and doctors that they felt that older patients tended to hold them in higher 
regard than younger patients. This excerpt directly compares the type of 
response they might get from an older patient with that of a younger patient:  
 “ ?ƐŽ/ ?ŵĂŵĞĚŝĐĂůƐƚƵĚĞŶƚ ?ƚŚĞǇƐĂǇ ‘ŽŚǁĞůůĚŽŶĞ ?Ă ĚƚŚĞǇ ?ƌĞ
quite impressed and generally quite proud. I'm sort of held in a 
higher regard I think than a 20-something who couldn't give a 
ĐƌĂƉ ? ?
Participant 10, Medical student 
There were also reports that some older patients can be overly polite or 
respectful to the detriment of their care and well-being. Examples were given 
of older patients stating that they did not want to be a burden to the doctor 
or take up unnecessary time. In such circumstances, participants explained 
that sometimes gaining the information ƌĞƋƵŝƌĞĚĨŽƌƚŚĞƉĂƚŝĞŶƚƐ ?ŵĞĚŝĐĂů
admission and treatment could be difficult. One participant reported that 
ŽůĚĞƌƉĂƚŝĞŶƚƐĐĂŶďĞƉŽůŝƚĞƚŽƚŚĞƉŽŝŶƚƚŚĂƚƚŚĞǇĂƌĞ “ũƵƐƚƐŵŝůŝŶŐĂŶĚ
ŶŽĚĚŝŶŐ ?ĚĞƐpite not understanding the questions or instructions of the 
doctor. This participant pointed out that older patients are respectful or 
polite, but  “ŵĂǇďĞƚŽŽŵƵĐŚƐŽ ? ? 
A few medical students reported that older patients more often treated the 
participant as a doctor, or thought that they were doctors. One participant 
explained that this was possibly due to older patients ? high regard and 
respect for the medical professions. In such cases, the medical students had 
to remind the older patient that they were still learning and did not have the 
authority or knowledge of a qualified doctor.  
Whilst the above findings describe many positive attributes of older patients 
described by the participants in this study, one participant did report that 
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sometimes you will see an older patient who is irritable,  “ĐƌĂŶŬǇ ? ?Žƌ
 “ŐƌƵŵƉǇ ?. In such cases, the patient often wanted to be left alone. 
5.2.1.2   Demonstrating gratitude 
Many participants suggested that older patients appeared to feel, and tended 
to express, genuine gratitude for the help and support they received from 
doctors. One participant fondly described how older patients sometimes 
personally thank the doctors and remember the doctor who helped them: 
 “/ƚŚŝŶŬĞůĚĞƌůǇƉĞŽƉůĞĂƌĞƐŽŐƌĂƚĞĨƵůĂŶĚǇŽƵǁŝůƐƉĞŶd some 
time with somebody and you might sort them out, you might get 
ƚŚĞŵŚŽŵĞĂŶĚƚŚĞǇ ?ůůĐŽŵĞƵƉĂŶĚũƵƐƚƚĂŬĞǇŽƵƌŚĂŶĚĂŶĚŐŽ
 ‘oh thank you deaƌ ? ŽƌǇŽƵŬŶŽǁƚŚĞǇ ?ůůƌĞĐŽŐŶŝƐĞǇŽƵŽŶĂĚĂŝůǇ
basis as their doctor ? ? 
Participant 7, Trainee Specialist Doctor 
It was noted by participants that older patients tended to express gratitude 
for the time spent with them, whether they were a medical student or a 
doctor, which medical students tended to report with surprise. A potential 
downside of the gratitude expressed by some older patients was described by 
a medical student who felt somewhat unworthy of the attention. The medical 
student explained that she felt she benefitted more from the learning 
experience than the patient benefitted from having the medical student on 
their care team: 
 “dŚĞŵĂũŽƌŝƚǇŽĨƚŚĞŽůĚĞƌƉĂƚŝĞŶƚƐǇŽƵŵĞĞƚĂƌĞĂůǁĂǇƐƌĞĂůůǇ
grateful for your time, as a med student it can be quite tricky 
 ‘ĐĂƵƐĞĞƐƐĞŶƚŝĂůůǇ ǇŽƵ ?ƌĞŶŽƚĚŽŝŶŐƚŚĞŵĂŶǇŐŽŽĚ ? when you go 
and see a patient as a medical studĞŶƚ ?ŝƚŝƐŶ ?ƚƚŽĐŽŶƚƌŝďƵƚĞƚŽ
ƚŚĞŝƌĐĂƌĞŝƚ ?ƐƚŽĐŽŶƚƌŝďƵƚĞƚŽǇŽƵƌŽǁŶůĞĂƌŶŝŶŐ. ? 
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Participant 1, Medical student 
On being asked why older patients may be more grateful for medical care, a 
few participants suggested that older patients did not show the same sense 
of entitlement seen in younger patients. These participants suggested that 
older patients appear to be appreciative of the medical care they are 
provided with and appear to feel fortunate to receive such care. One 
participant expressed the belief that older patients also tend not to take 
advantage of the health system. He described the difference in entitlement 
between older and younger patients as he saw it: 
 “ ? a lot of these older people have got moral stance. They don't 
take the mickey out of the system, they don't abuse the system. 
They understand the value of the NHS and are grateful for what 
they're getting. Compared to a younger person ǁŚŽ ? actually has 
contributed so little, if at all any, to the country, expects 
ĞǀĞƌǇƚŚŝŶŐƚŽďĞŽŶĂŐŽůĚĞŶƉůĂƚĞ ? ?
Participant 11, Consultant Doctor 
 
5.2.1.3   Demonstrating trust 
Some participants reported that older patients appeared to demonstrate 
great trust in both medical students and doctors, particularly by expressing 
interest in the suggestions and advice of the doctor or medical student. One 
participant explained that although most people of a variety of ages showed 
trust in the medical profession, this was demonstrated even more so in older 
patients:  
 “/ƚŚŝŶŬƐŽŵĂŶǇƉĞŽƉůĞŚĂǀĞĂŬŝŶĚŽĨĂƚƌƵƐƚŝŶƚŚĞŵĞĚŝĐĂů
profession, especially amongst the elderly population, it's very 
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much they put their lives in your hands, they put their care in your 
ŚĂŶĚƐ ? ?
Participant 3, Medical student 
Another participant described how this trust is indicated in the medical 
encounter ďǇƚŚĞƉĂƚŝĞŶƚƐ ?complying with, and attending to the doctor: 
 “ ?ĂƐĂĚŽĐƚŽƌ ?ƚŚĞǇǁŝůůůŝƐƚĞŶƚŽĞǀĞƌǇƚŚŝŶŐǇŽƵ ?ƌĞƐĂǇŝŶŐ ?ŚĂŶŐ
ŽŶĞǀĞƌǇǁŽƌĚƚŚĂƚǇŽƵ ?ƌĞƐĂǇing which is quite terrifying as a 
ũƵŶŝŽƌĚŽĐƚŽƌ ?ĂŶĚǇĞĂŚ ?ƚŚĞǇ ?ůůŵŽƌĞŽƌůĞƐƐůĞƚǇŽƵĚŽǁŚĂƚĞǀĞƌ
ǇŽƵĂƌĞĂƐŬŝŶŐƚŽĚŽ ? ?
Participant 20, Junior Doctor 
 
5.2.1.4   Demonstrating resilience in adversity 
Participants commonly expressed the belief that older patients tended to be 
more resilient than other groups of patients. OlĚĞƌƉĂƚŝĞŶƚƐ ?ƌĞƐŝůŝĞŶĐĞǁĂƐ
typically described in positive terms and was characterised as a type of 
internal mental strength, evidenced in their responses to bad news and 
terminal prognoses. Participants reported that the delivery of bad news to 
older patients was frequently less difficult, and that patients seemed to be 
better prepared for it. A few participants described the way in which older 
patients were often much calmer after receiving bad news and some 
participants hypothesised that this calmness may have been related to their 
greater life experience due to their increased age. 
A few participants described specific situations in which they had to break 
bad news to an older patient, who then had reflected positively on their life. 
Older patients were described as having a greater appreciation for mortality, 
having presumably spent longer considering their health and ill-health 
throughout their lives. Participants also described this resilience to be evident 
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in their continual desire for independence in the face of adversity. This desire 
for independence and to rely on oneself were often reported with some 
surprise by the participant, especially in the cases of medical student 
participants, and was generally well regarded by participants: 
 “/ƚŚŝŶŬƚŚĞƌĞƐŝůŝĞŶĐĞŽĨƚŚĞŽůĚĞƌƉĞŽƉůĞƚŚĂƚ/ƐĞĞ/ƚŚŝŶŬƚŚĂƚ ?Ɛ
hugely positive.  How they, despite all the difficulties, their 
aspiration for independence even now amazes me, some of these 
ŽůĚĞƌƉĞŽƉůĞ ? tŚĞƚŚĞƌƚŚĞǇĂƌĞŽĨƚŚĂƚŐĞŶĞƌĂƚŝŽŶǁŚĞƌĞƚŚĂƚ ?Ɛ
how they were brought up, whether ƚŚĞǇ ?ƌĞƌĞĂůůǇĚŝĨĨĞƌĞŶƚ ?/
ĚŽŶ ?ƚŬŶŽǁ ? ? 
Participant 12, Consultant Doctor 
Participants described the apparent hardship and difficult lives that many 
older patients would have endured as a possible contributory factor to their 
greater resilience. Living through world wars, and having to make numerous 
difficult decisions in their lives, as well as living in hard times and through 
recessions, were mentioned as reasons for their ability to cope in the face of 
adversity. One participant described that a change in priorities as well as a 
ŵŽƌĞƌĞůĂǆĞĚĂƚƚŝƚƵĚĞƚŽůŝĨĞ ?ŵŝŐŚƚďĞƌĞƐƉŽŶƐŝďůĞĨŽƌŽůĚĞƌƉĂƚŝĞŶƚƐ ?ŵŽƌĞ
measured reactions to difficult news: 
 “I think older patients have a much more laid back view in general 
I think. You seem to have a different level of importance I think as 
you get a bit older and the idea, of living with a colostomy for 
example to you or me would be absolutely horrific, but for older 
patŝĞŶƚƐŝĨŝƚŵĞĂŶƐƚŚĂƚƚŚĞŝƌƚƵŵŵǇĚŽĞƐŶ ?ƚŚƵƌƚĞǀĞƌǇŵŽŶƚŚ
and that they are not constipated anymore then... I think a lot of 
them are more resilient than younger patients. They are willing to 
ĚĞĂůǁŝƚŚĂůŽƚŵŽƌĞ ? ? 
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Participant 18, Junior Doctor 
Related to older patient resilience and inner strength, was what some 
ƉĂƌƚŝĐŝƉĂŶƚƐƌĞĨĞƌƌĞĚƚŽĂƐ “ƐƚŽŝĐŝƐŵ ? ?dŚŝƐƚŽůĞƌĂŶĐĞĂŶĚƐƚŽŝĐŝƐŵǁĂƐŶŽƚ
without negative consequences. Participants explained that older patients 
tended to be quiet and accepting, even of discomfort and pain. Some 
participants described situations in which an older patient did not vocalise his 
or her need for assistance, and repetition or clarification of the doctor ?s 
instructions: 
 “ůŽƚŽĨƚŚĞŵĂƌĞǀĞƌǇƐƚŽŝĐĂŶĚǁŽŶ ?ƚƐĂǇ ‘ow you're hurting me ? 
but that can be quite tricky. Anything as simple as being a bit 
hard of hearing, a lot of people again can be quite stoic and then 
ǁŽŶ ?ƚƐĂǇ ‘can you say that again, I didn't hear you ? ? like they 
ǁŽŶ ?ƚĂĐƚƵĂůůǇŚĂǀĞŚĞĂƌĚŽƌƵŶĚĞƌƐƚŽŽĚǁŚĂƚǇŽƵ ?ǀĞƐaid, which 
isn't great ? ?   
Participant 3, Medical student 
 
5.2.1.5   Displaying hostile or challenging behaviours 
A few participants described the exhibition of hostile and aggressive 
behaviours in older patients. This was exclusively reported in conjunction 
with cognitive impairment such as types of dementia or delirium. Where 
patients had some form of cognitive impairment, the possibility for aggressive 
behaviour was mentioned. A participant highlighted that frontal dementia 
often incorporated violent and aggressive behaviour as a symptom. Similar 
behaviour may be seen with patients suffering from acute delirium, where 
they are more likely to be aggressive, distressed, and shout on the wards. 
Participants who mentioned aggressive behaviour explained that they were 
aware of the issue of hostile and aggressive behaviours in the older patient 
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population before experiencing the wards and therefore such behaviour was 
not unexpected.  
One participant described the type of challenging behaviour a patient with 
dementia or delirium can exhibit. This patient shouted in response to her 
fears and concerns, but the behaviour was not directed at the staff or anyone 
in particular. Furthermore, the challenging behaviour did not respond to 
support or reassurance from staff: 
 “ ?ƐŚĞŐĞŶĞƌĂůůǇƐŚŽƵƚƐŽƵƚĂůůƚŚĞƚŝŵĞ ?ŚĞƌĐŚŝůĚƌĞŶĂŶĚĐŽŶĐĞƌŶƐ
about where her babies have gone and even when you remind her 
that her children have now grown up and they have been in to 
visit her and things, she then moves on to a different problem like 
not having had something to eat and she will shout and repeat 
the same sentence numerous times, during the day, regardless of 
ǁŚĞƚŚĞƌƚŚĞƌĞ ?ƐĂŶǇďŽĚǇƚŚĞƌĞƚŽůŝƐƚĞŶ ? ? 
Participant 18, Junior Doctor 
This participant went on to explain that she encountered shouting and 
distressed patients more often on the ward she was currently working on, as 
it had high numbers of patients with dementia. She described in detail this 
challenging behaviour and how in some cases, the patient was calmed by 
staff and in some cases, not:  
 “ ? some of the patients on my ward at the moment do shout out 
constantly, even through the niŐŚƚ ?.  I think they feel that they 
are being left somehow ? even when they are in the bay and they 
ĐĂŶƐĞĞĂůůƚŚĞŽƚŚĞƌƉĂƚŝĞŶƚƐ ? A lot of the fears that they had as 
a younger person get multiplied and they become a lot, lot 
ǁŽƌƐĞ ?but some of the patients actually get worse with talking 
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to them because they move on ƚŽĚŝĨĨĞƌĞŶƚŝĚĞĂƐ ?ŽƚŚĞƌŽŶĞƐ ?
caůŵĚŽǁŶŝĨǇŽƵƚĂůŬƚŽƚŚĞŵĨŽƌĂůŝƚƚůĞďŝƚ ? ?
Participant 18, Junior Doctor 
 
5.2.2  Communication skills 
5.2.2.1   Being conversational 
Participants typically described older patients as talkative and interesting to 
talk to. It was commonly expressed that older patients appeared to enjoy 
talking to hospital staff, including doctors and medical students. Participants 
ƚĞŶĚĞĚƚŽĚĞƐĐƌŝďĞŽůĚĞƌƉĂƚŝĞŶƚƐ ? desire for interaction and conversation as 
possibly a result of them being isolated at home without frequent contact 
with other people. Due to their willingness and enjoyment of conversation, it 
was commonly mentioned that older patients had a tendency to talk off-topic, 
such as general chit-chat and personal stories, unrelated to the medical 
encounter. A few participants reported the difficulty of being efficient in 
hospital settings, in instances when the patient is eager to engage in 
conversation: 
 “^ŽŵĞƚŝŵĞƐŝƚ ?ƐƋƵŝƚĞĚŝĨĨŝĐƵůƚƚŽŐĞƚĂǁĂǇĨƌŽŵƚŚĞƉĂƚŝĞŶƚƐ
 ‘ĐĂƵƐĞĞǀĞŶŝĨǇŽƵhave just gone to ask them a quick question or 
to tick something on a chart or whatever, then they might start 
talking to you about things and you feel bad getting away from 
that conversation ? ? 
Participant 20, Junior Doctor 
Being conversational and the willingness to engage in conversation were not 
strictly limited to older patients without cognitive impairments. A few 
participants described the ability of the older patient to engage in a two-way 
conversation with the doctor despite the patient having cognitive 
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impairments. These participants described the resulting challenge of the 
general conversational nature of older patients masking cognitive impairment. 
Therefore, it could mislead the doctor into believing that the patient is not 
cognitively impaired due to their ability to hold a conversation. One 
participant described how she learnt that conversational ability was not a 
proxy for judging cognitive impairments: 
 “ ? when I was a house officer [i.e. a junior doctor], one of the 
ǀĞƌǇĨŝƌƐƚƉĂƚŝĞŶƚƐ/ǁĞŶƚƚŽĐůĞƌŬ/ƚŽŽŬƚŚĞƉĂƚŝĞŶƚ ?ƐŶĂŵĞĂŶĚ
ǁĞŶƚƵƉƚŽƚŚĞƉĂƚŝĞŶƚĂŶĚƐĂŝĚ ‘ĂƌĞǇŽƵƐŽĂŶĚƐŽ ? ? ‘ǇĞƐ ?ǇĞƐ ?
ǇĞƐ ? ?ĂŶĚ/ǁĞŶƚƵƉĂŶĚƐĂƚĚŽǁŶĂŶĚƚŽŽŬĂƐƚŽƌǇŽĨǁŚĂƚŚĂĚ
been going on and I got about 10 minutes into it and thought 
ƚŚĞƌĞ ?ƐƐŽŵĞƚŚŝŶŐŶŽƚƋƵŝƚĞƌŝŐŚƚŚĞƌĞĂŶĚƐŽ/ůŽŽŬĞĚĂƚƚŚĞŝƌ
ŶĂŵĞďĂĚŐĞĂŶĚŝƚǁĂƐŶ ?ƚƚŚĂƚƉĞƌƐŽŶĂŶĚƚŚĞŶĂŶŽƚŚĞƌƉĞƌƐŽŶ
ŐŽŝŶŐ ‘ĐŽŽĞǇ ?ƚŚĂƚ ?ƐŵĞ ?ĂŶĚ/ĚŝĚĂďƌŝĞĨŵŝŶŝŵĞŶƚĂůƚĞƐƚĂŶĚ
ƐĐŽƌĞĚǌĞƌŽŽƵƚŽĨ ? ?ĂŶĚƚŚĞƉĂƚŝĞŶƚĚŝĚŶ ?ƚĞǀĞŶŬŶŽǁǁho they 
ǁĞƌĞ ? ? 
Participant 7, Trainee Specialist Doctor 
 
5.2.2.2   Limited by level of cognitive impairments, temporary or long-term 
tŚĞŶĚĞƐĐƌŝďŝŶŐŽůĚĞƌƉĂƚŝĞŶƚƐ ?ĂďŝůŝƚǇƚŽĐŽŵŵƵŶŝĐĂƚĞ ?ŵĂŶǇƉĂƌƚŝĐŝƉĂŶƚƐ
outlined the stark variability between patients. For patients with some degree 
of cognitive impairment, communication skills were highly variable, not only 
from person to person, but in the same person from one time to another. Not 
all factors that impair cognition in the older patient are long-term, 
degenerative cognitive impairments, such as those associated with dementia. 
Delirium is an acute confusional state, from which symptoms can improve. 
Confusion that persists in conjunction with a long-term cognitive impairment 
may not necessarily markedly improve. This within-patient variability is 
unpredictable and fluid, and at admission, participants reported not 
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necessarily knowing whether presenting confusion was acute and short-term 
or chronic and long-term. Typically, the new hospital surroundings are likely 
to exaggerate existing confusion in older patients. On top of this, older 
patients are more likely to present with confusion as it accompanies any 
physical illness: 
 “ŶǇƉŚǇƐŝĐĂůĂŝůŵĞŶƚĐĂŶůĞĂĚƚŽĐŽŶĨƵƐŝŽŶ ? ? ?Ĩor example if 
somebody gets a simple fall or a concussion or a urinary infection 
or are a bit feverish ?ƐŽƚŚĞǇŵĂǇƉƌĞƐĞŶƚǁŝƚŚƐĞƌŝŽƵƐĐŽŶĨƵƐŝŽŶ ? ? 
Participant 6, Consultant Doctor 
Variability in communication ability and skills was reported by participants 
regardless of whether the confusion was temporary or long-term. Confusion 
could result in patients not communicating on one day, but speaking 
coherently on the following day:  
 “zŽƵŐĞƚǀĞƌǇƵƐĞĚƚŽƉĂƚŝĞŶƚƐďĞŝŶŐǀĞƌǇ, very variable, and 
sometimes it does just happen that you have gone to somebody 
ĂŶĚƚŚĞǇŚĂǀĞŶ ?ƚƐƉŽŬĞŶĂǁŽƌĚďĞĐĂƵƐĞ ?/ĚŽŶ ?ƚŬŶŽǁ ?ƚŚĞǇǁĞƌĞ
confused or something, and then the next time your consultant 
goes to them and they speak in perfect full sentences and give an 
ĞǆĐĞůůĞŶƚĂĐĐŽƵŶƚŽĨƚŚĞŵƐĞůǀĞƐ ? 
Participant 18, Junior Doctor 
Having cognitive impairments typically made most aspects of communication 
more difficult for older patients. Depending on the level or type of cognitive 
impairment, the patient may not understand the doctor, may not be able to 
formulate an answer to any questions or accurately remember events: 
 “ ? some of the patients that I would then typically see on my 
ǁĂƌĚ ?ƐŽŵĞďŽĚǇŚĂƐŶ ?ƚďĞĞŶĂďůĞƚŽŐĞƚĂŚŝƐƚŽƌǇĨƌŽŵŝŶƚŚĞ
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ĂĚŵŝƐƐŝŽŶƐǁĂƌĚũƵƐƚďĞĐĂƵƐĞƚŚĞǇ ?ƌĞŶŽŶ-communicative or they 
are very confusĞĚŽƌƚŚĞǇĚŽŶ ?ƚƚĞŶĚƚŽƚĂůŬŝŶĨƵůůƐĞŶƚĞŶĐĞƐŽƌ
ƚŚĞǇĂŶƐǁĞƌŝŶĂƉƉƌŽƉƌŝĂƚĞůǇ ? ? 
Participant 18, Junior Doctor 
A few participants also described the limited attention span and the difficulty 
in focusing attention that often accompanied, not only, cognitive 
impairments, but also in the aftermath of experiencing a stroke: 
 “ ?because one of the crucial things is with quite a lot of patients 
having cognitive problems, you need to be aware of how you're 
going to spend the time with them. For example, with stroke I 
deal with a lot of people who have got very poor attention 
ƐƉĂŶ ?ĂŶd also it's quite easy for them to go off in a tangential 
ŬŝŶĚŽĨĂƌĞĂǁŚĞŶǇŽƵ ?ƌĞƚĂůŬŝŶŐƚŽĂƉĂƚŝĞŶƚ ? ?  
Participant 11, Consultant Doctor 
 
5.2.2.3   Affected by memory issues 
Participants also spoke of issues relating to memory function in the older 
patient population. Reduction in memory function is a naturally occurring 
ageing process even in healthy older people. Also, having lived more years, 
older patients will have accumulated more illnesses, and have more events to 
report to the doctor, which may increase the likelihood of forgetting some 
details. Furthermore, the tendency to forget may be exacerbated by the 
hospital environment: 
 “ƐǁĞĂůůƐƚĂƌƚŐĞƚƚŝŶŐŽůĚĞƌǁĞƐƚĂƌƚŐĞƚƚŝŶŐĨŽƌŐĞƚĨƵůĂŶĚǁŚĞŶ
we start getting forgetful, obviously getting them from their own 
environment and putting them in a completely new environment 
makes them even worse. ? 
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Participant 11, Consultant Doctor 
Participants spoke of how memory problems often had to be considered 
when communicating with older patients. Specifically, recollection of past 
events, as well as information on medications taken, and previous diagnoses 
may be inaccurate or unreliable. One participant explained that due to the 
effects of cognitive impairment or illness, an older patient may not recall an 
important recent event, even if it immediately preceded the admission: 
 “ ?ǁhen older people fall or pass out afterwards, when you 
interview them many of them have no recollection that they had 
ĨĂůůĞŶĚŽǁŶŽƌŶŽƌĞĐŽůůĞĐƚŝŽŶƚŚĂƚƚŚĞǇƉĂƐƐĞĚŽƵƚ ? ? 
Participant 6, Consultant Doctor 
In cases where memory issues were more severe, some participants 
suggested that older patients may not retain instructions or even recall 
recent conversations with members of the medical team. In such cases, the 
participants highlighted the need to communicate with the relatives or carers 
to ensure all instructions were remembered: 
 “ ?because of their physical and cognitive impairment they will 
not retain the instruction and they may not remember it 
afterwards.  So somebody needs to keep an eye on many of them 
ƚŽŵĂŬĞƐƵƌĞƚŚĞǇ ?ƌĞƚĂŬŝŶŐƚŚĞŝƌŵĞĚŝĐĂƚŝŽŶ ?^ŽǇŽƵǁĂŶƚƚŽŐŝǀĞ
ƐŽŵĞďŽĚǇŝŶƐƚƌƵĐƚŝŽŶĂďŽƵƚĞǆĞƌĐŝƐĞ ?ƚŚĞǇŵĂǇŶŽƚƌĞŵĞŵďĞƌŝƚ ? ? 
Participant 6, Consultant Doctor 
 
5.2.2.4   Affected by limitations in information processing 
Some participants reported older patients ? tendencies to process information 
slower than younger patients. Slower information processing was also 
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reported as a common characteristic of older patients. Typically, reduced 
information processing speed is a normal consequence of ageing and so 
would not necessarily be limited only to those with symptoms of pathological 
ageing. Participants described some older patients as taking slightly longer to 
process and respond to questions and instructions from the medical student 
or doctor.  
 “dŚĞƌĞ ?ƐĂůƐŽ ?ŝĨĂƉĂƚŝĞŶƚĚŽĞƐŶ ?ƚŚĂǀĞĐŽŐŶŝƚŝǀĞŝŵƉĂŝƌŵĞŶƚ ?
sometimes they might just be a bit slower and take longer to take 
ŝŶĂŶĚƵŶĚĞƌƐƚĂŶĚǁŚĂƚǇŽƵ ?ƌĞƐĂǇŝŶŐ ?
Participant 19, Junior Doctor 
 
5.2.2.5   Affected by sensory impairments 
Although also associated with normal ageing, sensory impairments, such as 
loss or reduction in hearing and vision, were reported as factors which 
affected the communication ability of the older patient.  Hearing loss was 
more frequently mentioned as it was relevant in the doctor-patient 
encounter, especially when admitting the patient and taking a history. Some 
level of hearing loss was commonly reported by participants regarding the 
older patient population:  
 “ ?a lot of them do have hearing trouble ? 
Participant 5, Medical student 
In cases where the older patient was deaf, this was typically accompanied by 
a much greater challenge in communication: 
 “/ƌĞŵĞŵďĞƌĂƐĂŵĞĚŝĐĂůƐƚƵĚĞŶƚ ?ĚŽŝŶŐƚŚĂƚ ?ƐĞĞŝŶŐĂƉ ƚŝĞŶƚ
and taking the history and I spent absolutely ages with them and I 
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ƚŚŝŶŬƚŚŝƐŐƵǇǁĂƐĚĞĂĨĂŶĚĐŽƵůĚŶ ?ƚůŝƉƌĞĂĚƐŽ/ůŝƚĞƌĂůůǇŚĂĚƚŽ
ǁƌŝƚĞŽƵƚĞǀĞƌǇƐŝŶŐůĞƋƵĞƐƚŝŽŶ ? 
Participant 16, Junior Doctor 
 
5.2.3  Biological age 
5.2.3.1   Physical limitations 
Participants reported the physical limitations that had an impact on the life of 
the older patient. Patient frailty was often mentioned. Frailty is a clinical 
syndrome which encompasses a collection of characteristics, such as muscle 
weakness, weight loss, slow walking speed, and exhaustion (Fried et al., 2001). 
Mobility issues were a common physical limitation for the older patients. A 
few participants described the immobility and associated stiffness and pain 
that may accompany a broken hip after a fall. These factors were described as 
affecting older patientƐ ? level of activity in hospital as well as their life 
immediately after the hospital admission. Some physical limitations that are 
commonly associated with ageing, such as arthritis, were reported as making 
aspects of the admission difficult and uncomfortable for some older patients: 
 “A lot of them have mobility issues, you know if they're sitting in a 
chair and you need to move theŵĂƌŽƵŶĚ ? actually moving them 
around can be quite difficult and trying not to hurt them, like if 
they've got quite bad arthritis in their back or something and you 
need to listen to them all round their chest or round their back. It 
can often be quite uncomfortable ĨŽƌƚŚĞŵ ? ? 
Participant 3, Medical student 
 
5.2.3.2   Chronological versus functional age 
When describing older patients, participants tended to report descriptions 
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related to the functional age of the patient (i.e. perceptions of what age an 
individual appears based on their mental and physical health and general 
functioning), rather than their chronological age. Functional age incorporated 
both the physical ability and mental capacity of the older patient. Older 
patients who were mobile, active, or independent appeared younger were 
considered to have a younger functional age than those who were 
chronologically the same age or younger but did not have such physical 
capabilities. Commonly, participants reported that functional age took 
precedence over actual age when dealing with older patients. Participants 
typically described that chronological age can be deceiving with regards to 
understanding the health status of the older patient, because they have such 
a variety of levels of physical and mental functioning. The diversity of physical 
abilities is much greater at an advanced age than it will be at younger ages 
and as a result, functional age becomes more relevant than chronological age: 
 “/ŐƵĞƐƐƚŚĞŝĚĞĂŽĨďĞŝŶŐŽůĚŝƐŶ ?ƚƌĞĂůůǇĂŶƵŵĞƌŝĐĂůǀĂůƵĞ ?/ƚŚŝŶŬ
the idea of being old is perhaps how a patient looks ? how mobile 
they are, how sort of independent they are, how much that they 
ĐĂŶĚŽ ?/ĚŽŶ ?ƚƚŚŝŶŬŝƚ ?ƐĂƐƐŝŵƉůĞĂƐƉƵƚƚŝŶŐ ĂŶƵŵďĞƌŽŶƚŚŝŶŐƐ ? ?
Participant 5, Medical student 
A participant explained the complications which arose when a patient ?s age is 
used as a proxy indicator for something else. Often age may be confused with 
frailty, but frailty is a medical syndrome with a collection of symptoms. And 
due to the greater likelihood of frailty at advanced age, the two distinct 
concepts may be used interchangeably but inaccurately: 
 “ ?ĨŽƌŵĞĂŐĞŝƐĂĚĞƐĐƌŝƉƚŝŽŶŽĨŚŽǁůŽŶŐƐŽŵĞŽŶĞ ?ƐďĞĞŶŽŶƚŚŝƐ
planet for.  Other people, age connotes to things that are really 
not age, so for colleagues in other disciplines who might connote 
frailty with age, or they might connote dependency with age, or 
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they might connote comorbidity with age whereas I think that 
maybe because I spend a lot of time thinking about these things I 
would describe that as frailty or comorbidity or functional 
ĚĞƉĞŶĚĞŶĐǇ ?ƌĂƚŚĞƌƚŚĂŶĂŐĞ ? ? 
Participant 22, Consultant Doctor 
Many participants, both medical students and doctors, gave examples of the 
variability in functional abilities in the patient population. Some younger 
patients suffered from illnesses which were typically seen in the older patient 
ƉŽƉƵůĂƚŝŽŶ ?ĂŶĚƐŽŵĞŽůĚĞƌƉĂƚŝĞŶƚƐ ?ĨƵŶĐƚŝŽŶĂů age was much younger than 
their chronological age. Many participants described comorbidities, the 
accumulation of multiple simultaneous illnesses (multimorbidity) or related 
illnesses which tend to occur (comorbidity), as an indicator for illnesses 
associated with ageing, rather than the actual chronological age of the 
patient: 
 “/ think it all depends on the comorbidity.  So yesterday I saw a 90 
ǇĞĂƌŽůĚ ? ƐŚĞǁĂƐĨŝƚ ?ŝŶĚĞƉĞŶĚĞŶƚ ?^Ž/ƚŚŝŶŬŝƚ ?ƐƌĞĂůůǇĚŝĨĨŝĐƵůƚ
ŶŽǁĂĚĂǇƐƚŽƐĂǇǇŽƵ ?ƌĞŽůĚďĞĐĂƵƐĞǇŽƵĂƌĞ ? ? ?/ ?ĚƐĂǇŝƚ ?ƐŵŽƌĞ
like a syndrome if you like, ŽĨĂŐĞŝŶŐǁŚĞƌĞŝƚ ?ƐŶŽƚũƵƐƚƚŚĞĂŐĞ ?
ŝƚ ?ƐĂůƐŽǁŚĂƚŽƚŚĞƌƉƌŽďůĞŵƐǇŽƵ ?ǀĞŐŽƚĂŶĚĚŝĨĨŝĐƵůƚŝĞƐǇŽƵ ?ǀĞ
ŐŽƚ ? ? 
Participant 12, Consultant Doctor 
The majority of participants reported chronological age to be of limited or 
little value in decision-making and assessment in comparison to functional 
age and aďŝůŝƚŝĞƐ ?ďƵƚƚŚĞǇĚŝĚƐƚŝůůǁŝƚŶĞƐƐƚŚĞĞĨĨĞĐƚŽĨĂŐĞŽŶŽƚŚĞƌĚŽĐƚŽƌƐ ?
perceptions. Participants did offer some examples of coworkers who paid 
greater attention to chronological age over functional age: 
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 “/ĚŝĚŚĂǀĞŽŶĞĐŽŶǀĞƌƐĂƚŝŽŶ ǁŚĞƌĞ/ƐĂŝĚ ?ƐŽŵĞƚŚŝŶŐůŝŬĞ ? ‘Oh but 
ƚŚĞǇ ?ƌĞĂƌĞĂůůǇĨŝƚ ? ?ǇĞĂƌŽůĚ ? ? And they were just like,  ‘ƚŚĞǇ ?ƌĞ
probably still an 86 year old on the inside ?, was their comment to 
me so which I guess is a fair point. Their body is obviously aged 
for 86 years, but you ƐĞĞƐŽŵĞƉĞŽƉůĞĂŶĚǇŽƵƚŚŝŶŬ ? ‘ƚŚĞǇǁĞƌĞ
ƚŚĂƚŽůĚ ?ƌĞĂůůǇ ? ? ? /ĚŝĚŶ ?ƚƌĞĂůŝƐĞƚŚĞǇǁĞƌĞƚŚĂƚŽůĚďĞĐĂƵƐĞŽĨ
ŚŽǁƚŚĞŝƌŵŽďŝůŝƚǇ ?ƚŚĞŝƌĐŽŐŶŝƚŝŽŶ ?ƚŚĞŝƌŝŶĚĞƉĞŶĚĞŶĐĞ ? ?
Participant 15, Junior Doctor 
It was also explained that chronological age tends to be more salient, initially, 
in the medical context, because the information is available and included on a 
patient ?s file or notes. Whereas if an individual meets an older person outside 
of a non-medical context, he or she are unlikely to know the older person ?s 
exact age.  A few participants described how beliefs can form relating to the 
patient ?s chronological age when looking at their medical file, because there 
is only limited information to go on. However, both of these participants 
described how once they met the older patient, other factors take 
precedence and the influence of the patient ?s age may recede in their mind 
or become irrelevant: 
 “ ?you will form an opinion when you see someone, but again 
your opinions are built up from the more amount of time you 
spend with someone, you know, someone's very frail, very elderly, 
bedridden, can hardly move, can hardly talk, whereas someone of 
the same age might be up, being rambunctious or mischievous or 
in general being quite fun, the actual age of the person stops 
being entirely relevant to how you interact with that person as a 
ƉĞƌƐŽŶ ? ?
Participant 3, Medical student 
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5.2.4  Heightened vulnerability in hospital  
5.2.4.1   Isolation and loneliness 
Participants described how older patients frequently appear to be isolated, 
both, at home and when they come into hospital. Participants tended to 
mention that older patients appear to experience loneliness and boredom on 
the hospital ǁĂƌĚƐ ?/ŶƐŽŵĞĐĂƐĞƐ ?ĂƉĂƚŝĞŶƚ ?ƐƐƉŽƵƐĞŽƌƉĂƌƚŶĞƌŚĂĚalready 
passed away and the participant may have been isolated and lonely at home: 
 “I think a lot of older people seem to be quite lonely, especially if 
they are living on their own and you might be the first person they 
ŚĂǀĞŚĂĚĂƉƌŽƉĞƌƚĂůŬǁŝƚŚĨŽƌǁĞĞŬƐŽƌŵŽŶƚŚƐĞǀĞŶ ? ?
Participant 20, Junior Doctor 
Participants commonly reported that older patients received fewer visitations 
from relatives and had reduced social contact with others in general, 
compared to younger patients. Loneliness and isolation meant that for some 
older patients the contact with the medical team was a source of enjoyment 
ĚĞƐƉŝƚĞƚŚĞƉĂƚŝĞŶƚƐ ?ŝůůŚĞĂůƚŚ ?DƵůƚŝƉůĞƉĂƌƚŝĐŝƉĂŶƚƐĚĞƐĐƌŝďĞĚƚŚĞƐĂĚŶĞƐƐ
that some older patients appeared to experience when leaving hospital. 
5.2.4.2   Distress 
Participants reported that hospitals can be an unfriendly and frightening 
place for older patients, especially if the patient already suffers from 
confusion. The change of environment can often worsen confusion and cause 
distress. Once admitted to hospital, one participant explained that patients 
may still need to move within the hospital or NHS system, such as moving 
from one ward to another. As a result, the distress experienced at admission 
can also be experienced when the older patient finds their surroundings 
change again. The hospital admission was also described as disorientating and 
disruptive for older patients, even if they did not have cognitive impairments: 
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 “ ?sometimes older patients I think do find it harder to adjust ?
but it is quite daunting I think at times for them to have a change 
of environment and I think in some ways they cope with changes 
to a routine less well, and so they can find the hospital admission 
quite disruptive to thĞŝƌƵƐƵĂůƌŽƵƚŝŶĞ ? 
Participant 17, Trainee Specialist Doctor 
A few participants suggested that the hospital environment can be a 
frightening and unfriendly environment in general. For older patients, these 
feelings of distress may be made worse by the symptoms of illness they may 
be experiencing, such as confusion. Participants reported that ŽůĚĞƌƉĂƚŝĞŶƚƐ ?
distress was exhibited in signs of fear and anxiety: 
 “ ? ?ŽůĚĞƌ ?Ɖatients are often scared silly and they never remember 
anything because they're so anxioƵƐ ? ? 
Participant 4, Consultant Doctor 
 
5.2.4.3   Fragility and risk 
Older patients in hospital were generally reported to have fragile health, 
reduced immunity to infection, and longer recovery times in response to 
illness. Whilst in hospital, participants described older patients as being at 
greater risk of infection, especially chest infection and urinary tract infection, 
and at increased risk of falling and suffering the effects of immobility. 
Typically older patients tended to have multiple morbidities and complex 
health issues. In trying to counteract the effects of these multiple illnesses, 
their immune systems were described as being vulnerable to even small risks 
in the hospital environment. One doctor described the fragility of the older 
patientƐ ? health as due to the fact that all their bodily systems had aged and 
were at increased risk as a result. He described fragility and risk in a 
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hypothetical situation where he explained a number of risk factors to the 
health of a frail older patient that could possibly arise from a single 
presentation of a fall: 
 “/ ?ůůŐŝǀĞǇŽƵĂŶĞǆĂŵƉůĞ ?ůŝŬĞƐĂǇŝĨƐŽŵĞďŽĚǇŚĂƐĨĂůůƐŽƚŚĞǇ
ďĞĐŽŵĞŝŵŵŽďŝůŝƐĞĚďĞĐĂƵƐĞƚŚĞǇ ?ǀĞďƌŽŬĞŶĂŚŝƉůĞƚ ?ƐƐĂǇ ?ƐŽ
then you give them painkillers so they become drowsy from that 
right, so you give them opiates like codeine or whatever for pain, 
because of that they can get constipation, because of that they 
can get vomiting because of the opiates, because of the vomiting 
they can get dehydration, they can get renal failure and because 
of the immobility they could get clots in the lung, clots in the leg 
and with the constipation they could get urinary retention that 
can cause sepsis.  They will stop eating and drinking because they 
are unwell and then you give them antibiotics and they get 
Clostridium difficile, C diff, so the main reason for that is every 
system in the body is ageing so the body is working at a different 
level and one little insult in one compartment establishes disarray 
ŝŶĞǀĞƌǇĐŽŵƉĂƌƚŵĞŶƚŽĨƚŚĞďŽĚǇ ? ? 
Participant 6, Consultant Doctor 
When an older patient ?Ɛ health was compromised by factors in the hospital 
environment, some participants also described the faster decline of older 
patients in comparison to younger patients. A few participants made clear 
that older patientƐ ? fragility and the risk to their health in hospital was not 
always short-lived or overcome. This participant described how, unlike many 
younger patients, older patients would not always recover from the threat to 
their health they encountered during the hospital admission: 
  “dŚĞƐĞĂƌĞƚŚŝŶŐƐƚŚĂƚǇŽƵũƵƐƚǁŽƵůĚŶ ?ƚŚĂǀĞǁŝƚŚĂ ǇŽƵŶŐĞƌ
person.  They come in, they're unwell, they get their treatment, 
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yes they may not feel amazing as they're going home but they're 
able to look after themselves and ultimately likely return to their 
usual baseline, whereas that's not always the case with an older 
patient.  Often their hospital admission will cause significant 
decline to the point that they will not be as functional going home 
as they were coming in with the possibility of not ever regaining 
that function ? ? 
Participant 9, Specialist Registrar Doctor 
 
5.3  Older patientƐ ? healthcare needs    
In this theme, participants described the unique healthcare needs of older 
patients, drawing on how older patients differed from those under the age of 
65. This theme consisted of five subthemes: (a) taking complex patient 
histories; (b) the challenge of diagnosis; (c) communication with patients and 
their relatives; (d) determining the treatment plan; (e) organising a safe 
discharge and future rehabilitation needs. Detailed information on the unique 
needs of older patients, across the hospital and in general and specialist 
settings, is provided in the nodes within each subtheme. This overall theme 
generally consisted of cognitive information (including stereotypes) about the 
needs of older patients, as well as behavioural information. Behavioural 
information consists of excerpts in which participants draw on their past 
interactions, their current tendencies to act, and their future intentions to act 
with older patients.  All the nodes within these subthemes are described in 
detail.  
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5.3.1  Taking complex patient histories 
5.3.1.1   The increased importance of the history 
When any patient arrives at hospital, doctors and medical students take a 
patient history to gain information and background relevant to the health and 
illness of the patient. Taking a patient history may include gathering medical 
information (ƐŽŵĞƚŝŵĞƐƌĞĨĞƌƌĞĚƚŽĂƐĂ ‘ŵĞĚŝĐĂůŚŝƐƚŽƌǇ ? ?ƐƵĐŚĂƐŵĂũŽƌ
illnesses that the patient has or had, previous major operations or treatments, 
ƌĞŐƵůĂƌĂŶĚĂĐƵƚĞŵĞĚŝĐĂƚŝŽŶƐ ?ƐŽŵĞƚŝŵĞƐƌĞĨĞƌƌĞĚƚŽĂƐƚŚĞ ‘ĚƌƵŐŚŝƐƚŽƌǇ ?Žƌ
 ‘ŵĞĚŝĐĂƚŝŽŶŚŝƐƚŽƌǇ ? ? ?ĂŶĚĂůůĞƌŐŝĞƐƚhat the patient suffers from. The doctor 
or medical student may then focus on the chief complaint, namely the history 
of the symptoms relating to that complaint in order to identify the reasons 
behind the patient ?s hospital visit. Although the history is an important part 
of accurate diagnosis in all patients, many participants described history as 
even more important in the cases of older patients: 
 “tĞ ?'ĞƌŝĂƚƌŝĐŝĂŶƐ ?ŐĞŶĞƌĂůůǇƐĂǇ ? ?ƉĞƌĐĞŶƚ- 80 to 85 per cent 
of your diagnosis is made from a good histoƌǇ ? ?
Participant 11, Consultant Doctor 
One of the reasons that taking a good history was especially important in 
cases with older patients was that with increased age, the patient has had the 
opportunity to accumulate more illnesses and may be on many medications. 
Therefore, without accurately collecting this information, the doctor may put 
the older patient at risk of harm: 
 “/ĨǇŽƵĚŽŶ ?ƚƚĂŬĞƚŚĞƚŝŵĞƚŽƚĂŬĞĂŐŽod history of a patient, and 
ŝĨƚŚĞǇĚŽŶ ?ƚƚĞůůǇŽƵƚŚĂƚƚŚĞǇ ?ƌĞĂůůĞƌŐŝĐƚŽƐŽŵĞƚŚŝŶŐ ?ŽƌƚŚĂƚ
ƚŚĞǇ ?ǀĞŐŽƚĂƉĂƌƚŝĐƵůĂƌƉƌŽďůĞŵ ?ŝĨǇŽƵĚŽŶ ?ƚŚĂǀĞƚŝŵĞƚŽĚĞůǀĞ
into all their, you know, their past history and things, then it could 
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turn out to be detrimental to them when you treat them and then 
ƌĞĂůŝƐĞƚŚĂƚƐŽŵĞƚŚŝŶŐŚĂƐŐŽŶĞĂŵŝƐƐ ? 
Participant 14, Medical student 
An important part of the history-taking procedure for older patients included 
taking a social history. This encompassed information relating to the older 
ƉĂƚŝĞŶƚƐ ? level of functioning, independence and general aspects of the life at 
home. The social history can include whether older patients are able to feed 
and clean themselves, as well as their mobility around the home and physical 
activity levels. Additionally, information regarding who lived with the older 
patient and whether anyone depended on them, or whether the patient 
depended on anyone else, was also sought.  
Participants commonly described the social history as crucial to developing a 
picture of the older patient and their normal functioning. Without a good 
social history, a number of participants described not knowing what the 
ƉĂƚŝĞŶƚ ?ƐďĂƐĞůŝŶĞŚĞĂůƚŚǁĂƐ ?&ƵƌƚŚĞƌŵŽƌĞ ?ĂĐƋƵŝƌŝŶŐĂƐŽĐŝĂůŚŝƐƚŽƌǇǀĂƐƚůǇ
aided diagnosis because participants could begin to identify which of the 
ƉĂƚŝĞŶƚ ?ƐƐǇŵƉƚŽŵƐǁĞƌĞĂĐƵƚĞĂŶĚǁŚŝĐŚŵĂǇŚĂǀĞďĞĞŶůŽŶŐ-standing. 
WĂƌƚŝĐŝƉĂŶƚƐƐƚƌĞƐƐĞĚƚŚĂƚĞƐƚĂďůŝƐŚŝŶŐƚŚĞƉĂƚŝĞŶƚ ?ƐďĂƐĞůŝŶĞĨƵŶĐƚŝŽŶŝŶŐǁĂƐ
a crucial part of the beginning of diagnosis and treatment of the older patient 
as well as being important for their future safety and well-being: 
 “ ?you need to find out how they mobilise, can they wash and 
dress themselves? Are they incontinent at all? Do they have 
carers? IĨƚŚĞǇĐĂŶ ?ƚŵŽďŝůŝƐĞǇŽƵŬŶŽǁ ?Śow do they get from bed 
to chair, chair to bed?... And I remember teaching some medical 
students last year ?saying,  ‘/ĐĂŶ ?ƚďĂŶŐŽŶĞŶŽƵŐŚĂďŽƵƚƐŽĐŝĂů
history ?. /ƚ ?ƐƌĞĂůůǇ ?ƌĞĂůůǇ ?ƌĞĂůůǇŝŵƉŽƌƚĂŶƚďĞĐĂƵƐĞŝƚĚŽĞƐŶ ?ƚ
ŵĂƚƚĞƌŝĨǇŽƵĐƵƌĞƚŚĞŝƌƉŶĞƵŵŽŶŝĂ ?ŝĨǇŽƵ ?ƌĞŐoing to send them 
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ŚŽŵĞĂŶĚƚŚĞǇĐĂŶ ?ƚǁĂƐŚĂŶĚĨĞĞĚƚŚĞŵƐĞůǀĞƐ ?ƚŚĞŶƚŚĞǇ ?ƌĞ
ŐŽŝŶŐƚŽƐƚĂƌǀĞƚŽĚĞĂƚŚ ? ?
Participant 16, Junior Doctor 
In general, the importance of acquiring as much information about the older 
patient, sometimes from a variety of sources, was stressed many times during 
the course of the interviews. One participant explained that without 
adequate information about the older patient ?s background, including their 
medical and social history, there was increased likelihood of the doctor 
undertreating or overtreating the patient, because the doctor would often 
not know which illnesses were long-standing and which were acute. Beyond 
using medical and social history to diagnose the patient, some participants 
also explained that the history can influence the extent and aggressiveness of 
the treatment for older patients:  
 “dŽĨŝŶĚŽƵƚǁŚĂƚƚŚĞŝƌŶŽƌŵĂůĨƵŶĐƚŝŽŶŝŶŐŝƐ ?ǇŽƵŬŶŽǁĚŽƚŚĞǇ
walk with a zimmer? are they bed-bound? or do they play tennis 
three times a week? And that really affects how aggressively you 
ŝŶǀĞƐƚŝŐĂƚĞĂŶĚƚƌĞĂƚƉĞŽƉůĞ ? ?
Participant 16, Junior Doctor 
The information gathered from the social history could also impact on the 
decision to admit the older patient to hospital. One participant explained that 
it is common for older patients to present at hospital (i.e. arrive at hospital 
with symptoms) after suffering a fall, or the effects of a fall. In these cases, if 
the older patient lives at home alone or does not have many close relatives to 
assist them, it may be unsafe to send them back to that environment with 
certain injuries, such as a head injury, without someone to keep watch over 
them: 
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 “tĞƐĞĞƉĂƚŝĞŶƚƐǁŝƚŚŚĞĂĚŝŶũƵƌŝĞƐĂůŽƚŝŶ ? ?ĂŶĚŝĨƚŚĞǇĚŽŶ ?ƚ
need admission, they need to go home, but they need to be 
watched for  ? ?ŚŽƵƌƐ ?^ŽŝĨƚŚĞǇůŝǀĞĂůŽŶĞ ?ƚŚĞŶƚŚĂƚ ?ƐĂŶŝƐƐƵĞ
and you might actually have to admit them to hospital so that we 
can watch them, becaƵƐĞƚŚĞǇŚĂǀĞŶ ?ƚŐŽƚĂƌĞůĂƚŝǀĞ ?^ŽƚŚĞƐŽĐŝĂů
history is, is paramount whatever the age, but yeah I think with 
older ƉĞŽƉůĞŝƚ ?ƐĂůŵŽƐƚƚŚĞŵŽƐƚŝŵƉŽƌƚĂŶƚƚŚŝŶŐ ? ? 
Participant 16, Junior Doctor 
 
5.3.1.2   Accessing and corroborating information from others 
Many participants explained that even if older patients were forthcoming 
with details of their medical history, there was often a need to cross-check as 
much of the information as possible. This corroboration of information may 
still be required even if the older patient did not appear to have difficulty 
answering questions or remembering events, because they may have 
forgotten aspects of their medication and illness history. If the patient had 
signs of cognitive impairment, it became ǀŝƚĂůƚŽĐŽůůĞĐƚƚŚĞƉĂƚŝĞŶƚ ?ƐŚŝƐƚŽƌǇ
from other sources, often referred to as a  ‘Đollateral history ?. In some cases, a 
patient with cognitive impairments had not been accompanied by a carer or 
relative at the admission, and a consequence of this was that it was more 
challenging and time-consuming to find the necessary medical information 
for the patient: 
 “/ĨƐŽŵĞďŽĚǇŚĂƐĚĞŵĞŶƚŝĂƚŚĞŶƚŚĞƌĞ ?ƐũƵƐƚĂůŽƚŵŽƌĞǁŽƌŬ
really. You need to find a way to contact their relatives. You need 
to look at past letters to see everything. Because often when the 
ƉĂƚŝĞŶƚĐŽŵĞƐŝŶ ?ƚŚĞŝƌŶŽƚĞƐĂƌĞŶ ?ƚƚŚĞƌĞǇĞƚ ?ƐŽǇŽƵŶĞĞĚƚŽĨŝŶĚ
out things from documents ǇŽƵ ?ǀĞŐŽƚŽŶƚŚĞĐŽŵƉƵƚĞƌĂŶĚŽŶ
the records before the notes come up. And you go through the 
 185 5. ATTITUDES STUDY FINDINGS PART ONE 
 
notes and everything, whereas a younger person could just tell 
you, ƵƐƵĂůůǇ ?ĞǀĞƌǇƚŚŝŶŐƚŚĂƚ ?ƐŚĂƉƉĞŶĞĚƚŽƚŚĞŵ ? ? 
Participant 15, Junior Doctor 
Participants explained that collateral history-taking from carers or relatives 
was not always straightforward, because carers and relatives did not always 
know or remember the patient ?s medical and drug history. If a patient hadŶ ?ƚ
lived at a care home for very long, care home staff might not have 
accumulated much information or notes on the patient. In some cases, 
participants described phoning a care home and talking to agency staff, who 
did not seem to know much about the patient, which also made collateral 
history taking difficult.  
In some cases, the spouse or partner of the older patient was present at the 
admission and so participants could collect information from them. However, 
in some cases, the partner of the older patient had cognitive impairments of 
his or her own and so information was not easily accessible. Some 
participants described examples demonstrating the difficult dynamics in 
accessing information from an older patient ?s partner. A few participants 
ĚĞƐĐƌŝďĞĚĂƐŝŵŝůĂƌĞǆĂŵƉůĞŝŶǁŚŝĐŚĂƉĂƚŝĞŶƚ ?ƐƉĂƌƚŶer appeared to feel guilt 
or anxiety about the possibility of hospitalisation of the older patient, 
because he or she felt responsible for the circumstances that led to the 
admission. In such cases, participants claimed that accessing and 
corroborating information about the patient was not straightforward, 
ďĞĐĂƵƐĞƚŚĞƉĂƚŝĞŶƚ ?ƐƉĂƌƚŶĞƌ did not appear to listen to the questions being 
asked by the doctor, but wanted to reiterate their personal account of the 
events that led up to the admission to avoid blame or seek support from the 
participant. 
As a collateral history involves the collection of information from sources 
other than the patient, this can also include staff at the patient ?s care home, 
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or the patient ?s General Practitioner and local surgery. Participants described 
how collecting medical information was particularly difficult in cases when 
the patient was admitted out of traditional working hours. If the patient was 
admitted late at night or during the weekend, participants described 
contacting the local surgery or General Practitioner (GP) as difficult. Typically, 
participants required information on patient illness, drug history and allergies 
as part of the medical history information: 
 “/ ?ǀĞŚĂĚĂĐĂƐĞǁŚĞƌĞďǇŚĞĐŽƵůĚŶ ?ƚĂĐƚƵĂůůǇĐŽŶĨŝƌŵƚŚĞĚƌƵŐ
history for a few days.  So you just go by what you need to give 
ƚŚĞŵƚŚĞŶ ?ĂŶĚŽďǀŝŽƵƐůǇŝƚ ?Ɛ a danger for patients who are on 
ŝŶƐƵůŝŶĂŶĚƚŚŝŶŐƐůŝŬĞƚŚĂƚ ?zŽƵ ?ĚŚĂǀĞƚŽƐƚĂƌƚŬŝŶĚŽĨ
guestimating exactly what you need to give them.  And then you 
have to get more people involved, which can be a bit of a 
difficulty during the weekend, like the diabetic team involved, 
which can ďĞĂƌĞĂůƉĂŝŶ ? ? 
Participant 24, Junior Doctor 
 
5.3.1.3   Time-consuming and longer histories 
Having lived longer, older patients typically have accumulated more illnesses 
and may be on more medications as a result. Some participants explained 
that the medical encounter and interaction with the older patient tended to 
take longer than with younger patients, even if the patient was able to 
communicate: 
 “/ƋƵŝƚĞŽĨƚĞŶůŝŬĞ ?ǁŝůůďĞǁŝƚŚƚŚĞŵĂůŽƚůŽŶŐĞƌƚŚĂŶ/ĂŵĂŶ
adult patient. So if you go and clerk a 30 year old you might just 
ĚŽ ?ĚŽǇŽƵƌĐůĞƌŬŝŶŐĂŶĚƚŚĞŶǇŽƵ ?ƌĞŐŽŶĞĂĨƚĞƌ ? ?ŵŝŶƵƚĞƐ ?ďƵƚ
ŽĨƚĞŶǁŝƚŚĂŶĞůĚĞƌůǇƉĂƚŝĞŶƚǇŽƵ ?ƌĞƚŚĞƌĞĨŽƌĂůŽƚůŽŶŐĞƌ ?dŚĞƌĞ ?Ɛ
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ĂůŽƚŵŽƌĞƚĂůŬŝŶŐŝŶǀŽůǀĞĚĂŶĚĂůŽƚŵŽƌĞĂďŽƵƚƚŚĞƉĂƚŝĞŶƚ ?Ɛ
story than there is often in younŐĞƌƉĂƚŝĞŶƚƐ ? ?
Participant 1, Medical student 
As well as the interaction itself, most participants who described the time-
consuming nature of taking histories of older patients tended to remark on a 
number of stages and factors that all added to the time taken and the 
challenge of ascertaining an adequate history:  
 “ ?ŝƚ ?ƐƚŚĞĞǆƚƌĂƚŝŵĞĨŽƌƚŚĞŚŝƐƚŽƌǇĂŶĚƚŚĞƐůŽǁŶĞƐƐŽĨŐĞƚƚŝŶŐ
them onto a bed and down, an incomplete drug history meaning 
that you have to then phone the GP or the pharmacist or wait 
until ƚŚĞƐŽŶ ?ƐŚŽŵĞƚŽƉŝĐŬƵƉƚŚĞŵĞĚŝĐŝŶĞƐŽƌŝƚ ?ƐƚŚŽƐĞůŝƚƚůĞ
ƚŚŝŶŐƐƌĂƚŚĞƌƚŚĂŶƚŚĞĚŝĂŐŶŽƐƚŝĐƐƚŚĂƚŵĂŬĞŝƚŚĂƌĚĞƌ/ƚŚŝŶŬ ? ?
Participant 23, Consultant Doctor 
 
5.3.2  The challenge of diagnosis 
5.3.2.1   Multimorbidity, comorbidity and multiple medications 
The medical complexity of older patient health, which related to every stage 
of older patientƐ ?ĐĂƌĞĂŶĚƌĞĐŽǀĞƌǇ, was frequently described in the 
interviews. One of the main sources of this medical complexity was that older 
patients often had multiple and accumulated concurrent illnesses 
( ‘multimorbiditŝĞƐ ?), often including illnesses that typically accompany each 
other  ? ‘ĐŽŵŽƌďŝĚŝƚŝĞƐ ?). The results of having multiple illnesses frequently 
meant that diagnosing the older patient was challenging and complex: 
 “dŚĞƌĞ ?ƐĂůǁĂǇƐůŽƚƐŽĨĐŽŵŽƌďŝĚŝƚǇƐŽ ?ǁŚĞŶǁĞ ?ƌĞũƵƐƚ ůĞĂƌŶŝŶŐŝƚ
can be quite tricky, in a medical sense of our knowledge and 
ŬŶŽǁŝŶŐŚŽǁƚŽŵĂŶĂŐĞĞůĚĞƌůǇƉĂƚŝĞŶƚƐ ?ŝƚ ?ƐĂůǁĂǇƐĂůŽƚŵŽƌĞ
ĐŽŵƉůĞǆƚŚĂŶǇŽƵƌƐƚĂŶĚĂƌĚĂĚƵůƚ ? ?
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Participant 1, Medical student 
Furthermore, older patients were often described as having a complicated 
picture of symptoms, not only due to the multiple illnesses, but also the 
multiple medications that the patients were often on, as a result. The 
complexity associated with multimorbidity or comorbidity in the older patient 
was often described by participants: 
 “ŶŽƚŚĞƌǇŽƵŶŐĞƌĂĚƵůƚŵĂǇƉƌĞƐĞŶƚǁŝƚŚƐŽŵĞƚŚŝŶŐƌĞůĂƚŝǀĞůǇ
straightforward, be it chest pain or a bleed or something like that.  
And it's likely to be an issue that stands alone. To me, older 
patients are more complex medically.  They often have a number 
of medical issues going on, sometimes interacting with each other, 
where you might want to treat one thing and it exacerbates 
another thing.  These are the complexities that come with these 
types of patients.  They'll often be on multiple medications.  They 
may or may not have some sort of physical disability through 
arthritis, poor mobility.  Then there's the other aspect of their 
ĐŽŐŶŝƚŝŽŶ ? ? 
Participant 9, Specialist Registrar Doctor 
Another concern with older patients on multiple medications was the 
possibility that this may be due to a prescribing cascade, where a side effect 
of a drug is misinterpreted as a symptom or illness and additional drugs are 
prescribed. This may result in further side effects and drug interactions. One 
participant reported that, unlike most cases involving younger patients, the 
complications of having more illnesses and taking more medications for older 
patients was that the doctor may find multiple underlying issues, and so there 
was not a single diagnosis as such:  
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 “You then often arrive at more than one underlying diagnosis, you 
ŚĂǀĞŵƵůƚŝƉůĞƉĂƚŚŽůŽŐŝĞƐ ? 
Participant 22, Consultant Doctor 
 
5.3.2.2   Atypical presentations and nonspecific symptoms 
Participants described how a major challenge associated with assessing older 
patients was the frequent occurrence of having to diagnose patients based on 
vague and nonspecific symptoms. As older patients tend to have a greater 
number of illnesses or disorders at any one time, this can result in a less clear 
picture of symptoms at admission. Participants explained that older patients 
are far more likely than younger patients to present tŽŚŽƐƉŝƚĂůǁŝƚŚ “ǀĂŐƵĞ ?
Žƌ “nonƐƉĞĐŝĨŝĐ ? symptoms. The meaning of vague and nonspecific in the 
medical context was generally described as symptoms that were very general 
and could potentially be caused by a wide variety of illnesses. These 
symptoms tended not to indicate a particular disease or single bodily system: 
 “Klder people seem to present a bit more vaguely than other 
people. For instance, they might just feel faint or dizzy, or feel 
ƐŚŽƌƚŽĨďƌĞĂƚŚĂŶĚƚŚĞƌĞ ?Ɛ ?ůŝŬĞƚŚĞƌĞ ?ƐŚƵŶĚƌĞĚƐŽĨƌĞĂƐŽŶƐƚŚĂƚ
can cause those things so it might be more difficult to narrow 
ĚŽǁŶ ? ?
Participant 20, Junior Doctor 
It is also common for older patients to report atypical symptoms, in which 
symptoms present themselves differently in older patients, than they would 
in younger patients, even from the same underlying health complaint: 
  “DĞĚŝĐĂůůǇŽůĚĞƌƉĂƚŝĞŶƚƐĐĂŶŚĂǀĞĂĚŝĨĨĞƌĞŶƚƐƉĞĐƚƌƵŵŽĨ
symptoms to younger patients.  They don't necessarily complain 
of chest pain if they're having a heart attack.  It may be a 
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different type of pain.  They may present much more 
nonspecifically.  So if they have an infection the presentation 
could just be confusion rather than the traditional cough or 
temperature.  Again they might not have a temperature even if 
they have infection.  Their blood tests might not reflect infection 
quite as cůĞĂƌůǇĂƐĂǇŽƵŶŐĞƌƉĞƌƐŽŶ ? ? 
Participant 9, Specialist Registrar Doctor 
Participants also reported that it was often difficult to determine which 
symptoms were caused by long-standing illnesses from those that were likely 
to be caused by acute illnesses, which typically required immediate hospital 
care and treatment. Due to both the nonspecific and atypical symptoms at 
presentation, participants explained the importance of thoroughly 
investigating symptoms for underlying diagnoses. Diagnosis was further 
complicated by the challenge of ascertaining whether symptoms were 
primary symptoms, which are the effects of a disease or disorder, or 
secondary symptoms which are complications or results of a particular 
primary symptom or underlying illness. For example, an older patient 
presenting at hospital with a fall can have a number of underlying pathologies 
which may have led to the fall: 
 “^ŽƚŚĞƚǇƉŝĐĂůƐŝŐŶƐĂŶĚƐǇŵƉƚŽŵƐƚŚĂƚǇŽƵǁŽƵůĚƐĞĞŝŶĂǇŽƵŶŐ
person, like say a young person presented with pneumonia would 
have chest pain, fever, chills and cough and brown sputum, in an 
older person they may never have a cough, they may not even get 
fever, they may just have a bit of a chill.  You know what I mean.  
So they may just present with a fall and having followed them 
ĂŶĚƚŚĞŶǇŽƵĞǆĂŵŝŶĞƚŚĞŵĂŶĚǇŽƵĨŝŶĚƚŚĞǇ ?ǀĞŐŽƚƉŶĞƵŵŽŶŝĂ ? ?
Participant 6, Consultant Doctor 
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Participants often described that it was more difficult to determine the 
underlying diagnosis when treating older patients compared to treating 
younger patients: 
 “zŽƵ ?ǀĞŐŽƚƚŽůŽŽŬĨŽƌƵŶĚĞƌůǇŝŶŐƚŚŝŶŐƐŽƌƚŚĞǇŵĂǇŚĂǀĞŐŽŶĞ
off their feet, become a bit more unstable or immobile or delirium, 
ǁŚŝĐŚŝƐĂŶŽƚŚĞƌďŝŐƚŚŝŶŐƚŚĂƚǁĞƐĞĞ ?ĂŶĚĂŐĂŝŶǁŚĂƚ ?ƐĐĂƵƐŝŶŐ
it?  Is [it] an infection? Have they had a little stroke? You know, 
have they had a heart attack?  So the presentation can be very 
nonƐƉĞĐŝĨŝĐĂŶĚǇŽƵ ?ǀĞŐŽƚƚŽĚĞůǀĞƚŚƌŽƵŐŚƚŚĂƚĂŶĚĨŝŶĚŽƵƚ
ǁŚĂƚƚŚĞĚŝĂŐŶŽƐŝƐŝƐ ? ?/ƚ ?ƐŵƵĐŚŵŽƌĞƐƚƌĂŝŐŚƚĨŽƌǁĂƌĚŝŶĂ
ǇŽƵŶŐĞƌƉĞƌƐŽŶ ? ?
Participant 13, Consultant Doctor 
 
5.3.2.3   The potential for misdiagnoses and missed diagnoses 
Due to the complexity of older patients ? health and the nature of their illness 
manifestations, such as the tendency for them to have multiple morbidities as 
well as vague and atypical symptoms, participants reported greater 
opportunity to miss diagnoses. Missed diagnoses occur when the doctor does 
not identify an illness or the root of a set of symptoms that a patient is 
actually suffering from. Misdiagnoses occur when an inaccurate diagnosis is 
made. A few participants described the greater likelihood of either of these 
occurring with older patients, compared to younger patients. For example, in 
response to an older patient who has presented to hospital with a fall: 
 “dŚĞĐůĂƐƐŝĐĞǆĂŵƉůĞŝƐƐŽŵĞďŽĚǇǁŚŽĐŽŵĞƐŝŶǁŝƚŚĂĐŽƵƉůĞŽĨ
falls. A lot of people just completely ignore that whereas what 
they don't realise is falls is not a disease itself - it's a 
manifestation of something else going astray - and actually trying 
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to work that out is mighty difficult and people don't understand 
ƚŚĂƚ ? ?
Participant 11, Consultant Doctor 
In addition to missed diagnoses, some participants also described the 
increased risk of a misdiagnosis, whereby an inaccurate diagnosis was made, 
with older patients. In this case, the same example was given by a number of 
participants, namely diagnosing a cognitive impairment when the older 
patient actually suffered from depression. A participant highlighted the 
possibility of mistaking depression for dementia and confusion, especially 
when the older patient is withdrawn and unresponsive. The challenge related 
to the overlap in symptoms of dementia and depression in the older 
population: 
 “/ƚŚŝŶŬǁŚĂƚ/ǁĂƐŶ ?ƚƉƌĞƉĂƌĞĚĨŽƌǁĂƐĂůƐŽƚŚĞĨĂĐƚƚŚĂƚƐƵĐŚĂ
large proportion of elderly patients have depression, and that 
there is overlap between depression and dementia, and how they 
keep getting worse, but then the general attitude that I got from 
ŽƚŚĞƌŚĞĂůƚŚĐĂƌĞƉƌŽĨĞƐƐŝŽŶĂůƐǁĂƐƚŚĂƚŝƚŝƐĞǆƉĞĐƚĞĚ ? ?
Participant 2, Medical student 
As a group, older patients tend to be more isolated in the community, 
especially if their partner has passed away. Participants described the 
difficulty in demarcating social isolation and the sadness inevitable with 
spousal loss, with the symptoms of depression. Older patients ? social isolation 
and lack of community support made it hard to identify a depressed older 
patient from one just coping with their life circumstances. In addition, a few 
participants identified an inherent bias ŝŶƉĞƌĐĞŝǀŝŶŐŽůĚĞƌƉĂƚŝĞŶƚƐ ?ƐĂĚŶĞƐƐ
or isolation as an inevitable consequence of ageing rather than symptoms of 
an underlying mental illness, such as depression. It was pointed out that 
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depression in younger patients tends to manifest in suicide attempts or cries 
for help, which are explicit, whereas older patients ? depression tended to 
manifest in a more subtle withdrawal from society and general sadness. As a 
result, it was less obvious to the doctor and could be misinterpreted: 
  “/ƚŚŝŶŬƚŚĂƚŝƚ ?ƐŽĨƚen said that if you see depression in a younger 
person, it stands out. IĨǇŽƵƐĞĞĂŶŽůĚĞƌƉĞƌƐŽŶ ?ƉĞŽƉůĞƚŚŝŶŬŝƚ ?Ɛ
paƌƚŽĨĂŐĞŝŶŐĂŶĚƚŚĞǇ ?ƌĞůŝŬĞ ? ‘Well of course ǇŽƵ ?ĚďĞƐĂĚ ?ǇŽƵƌ
ǁŝĨĞĚŝĞĚ ? ďƵƚƚŚĂƚƌĞƐƵůƚƐŝŶƚŚĞŵƐƵĨĨĞƌŝŶŐŽŶƚŚĞŝƌŽǁŶ ? ?
Participant 16, Junior Doctor 
Another complication of identifying and treating depression involved the 
choice that had to be made after diagnosis. If an older patient suffered from 
depression, the doctor must consider putting them on medication. However, 
older patients may already be on a multitude of drugs and the doctor may be 
concerned about the possible interaction or side effects of adding another 
drug to what may already be a substantial drug regime: 
 “ƚŚŝƐƉĂƚŝĞŶƚŵŝŐŚƚďĞĂďŝƚĚĞƉƌĞƐƐĞĚďƵƚĐĂŶ ?ƚĂĨĨŽƌĚƚŽŐŝǀĞŚŝŵ
another drug ŽƌǁŚĂƚĞǀĞƌ ? ? 
Participant 16, Junior Doctor 
More extreme examples of misdiagnoses were given, both involving 
dementia. In one example, a doctor explained that mild dementia can worsen 
in hospital settings due to the sudden change in the older patient ?s 
surroundings and in this case mild dementia can appear as severe dementia. 
However the diagnosis of severe dementia may have consequences on the 
level and aggressiveness of treatment that the individual is offered for other 
illnesses which they may have. This participant explained that if an older 
patient is thought to have severe dementia, there might be a restriction in 
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the treatments that are offered because their life expectancy is thought to be 
short: 
 “WĞŽƉůĞǁŝƚŚĂĚŝĂŐŶŽƐƚŝĐůĂďĞůŽĨĚĞŵĞŶƚŝĂ, if they're not under a 
geriatrician - it doesn't matter how severe the dementia is, most 
consultants will take it as severe dementia. Because if you've got 
even mild dementia, coming into a new environment will make 
you even more confused, so it looks as if you're worse than you 
ĂĐƚƵĂůůǇĂƌĞ ?So if you have main stage dementia, your life span 
is about a year or something, and at that stage people start 
ƚŚŝŶŬŝŶŐŝƐŝƚĂĐƚƵĂůůǇǁŽƌƚŚĚŽŝŶŐǁŚĂƚǁĞĂƌĞƚƌǇŝŶŐƚŽĚŽ ? ? 
Participant 11, Consultant Doctor 
This participant then described an incident that had occurred within the past 
month where one of his older patients was misdiagnosed with severe 
dementia and put on an end of life care pathway, where an individual 
receives only pain-reducing medication and no active treatment. In this case, 
the misdiagnosis was identified: 
 “KŶĞŽĨŵǇƉĂƚŝĞŶƚƐ ?ƐŚĞĐĂŵĞĂŶĚƐhe's got diagnosis of 
ĚĞŵĞŶƚŝĂ ?She came in as a stroke [patient], she had two 
seizures ?and she was drowsy, which is expected after the fits. 
And one of the registrars ?had seen the patient on call and put 
the patient on care pathway, on the dying pathway. And 
ƵŶĚĞƌƐƚĂŶĚĂďůǇǁĞǁĞŶƚůŝǀŝĚ ?my colleague saw the patient the 
next morning ? he took the patient off the care pathway, end of 
life care pathway, and patient did extremely well and she has 
ŐŽŶĞŚŽŵĞ ?^ŚĞŚĂƐǁĂůŬĞĚŚŽŵĞ ? ? 
Participant 11, Consultant Doctor 
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5.3.2.4   Constraints of performing thorough examinations 
Some participants described the additional difficulty of ascertaining an 
accurate and timely diagnosis when the older patient was suffering the 
effects of frailty, or were distressed. In such circumstances, there were limits 
on the tests and examinations that could be conducted. Invasive physical 
investigations may be unproblematic in younger patients, but could be 
inappropriate for some older patients. As a result of the limited examination 
and tests, diagnosing the older patient was sometimes made more difficult: 
 “dǇƉŝĐĂůĞǆĂŵƉůĞŵŝŐŚƚďĞ ?ǇŽƵŬŶŽǁ ?ƐŽŵĞďŽĚǇǁŚŽ ?ƐĨƌĂŝůĂŶĚ
old comes in with a low blood count and often we would want to 
ůŽŽŬŝŶƚŽƚŚĞŝƌďŽǁĞůƐ ?ŝŶƚŽƚŚĞŐƵůůĞƚ ?ǁŚŝĐŚĂƌĞŶ ?ƚƉůĞĂƐĂŶƚ
procedures and they might not be able to tolerate it.  Then you 
might have to think okay what is the likelihood, probability and 
then you might therefore take a calculative approach because of 
ƚŚŽƐĞĚŝĨĨŝĐƵůƚŝĞƐ ? ?
Participant 12, Consultant Doctor 
Furthermore, even relatively common procedures like taking a blood sample 
may be difficult and uncomfortable for older patients if they are frail or have 
other physical health complaints: 
 “dŚĞǇŵŝŐŚƚďĞŵŽƌĞƉƌŽŶĞƚŽĚĞǀĞůŽƉĐŽŵƉůŝĐĂƚŝŽŶƐ ?ĨŽƌĞǆĂŵƉůĞ ?
when you take bloods from them they might bleed more often, 
ƚŚĞǇŵŝŐŚƚŚĂǀĞĚŝĨĨŝĐƵůƚǀĞŝŶƐƐŽǇŽƵĐŽƵůĚŶ ?ƚŐĞƚďůŽŽĚƐĂŵƉůĞƐ
off them.  They might not be able to you know, cooperate or 
comply with procedures for medical testing because of their 
ailments like in arthritis or back trouble.  So there will be technical 
ĚŝĨĨŝĐƵůƚŝĞƐŝŶŐĞƚƚŝŶŐƚŚĞƚĞƐƚƐĚŽŶĞŝŶĂƚŝŵĞůǇǁĂǇ ? ?
Participant 12, Consultant Doctor 
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5.3.3  Communication with patients and their relatives 
5.3.3.1   Need for clarity and brevity of speech 
Many participants explained the ways in which they may need to adjust their 
own communication style for older patients. Typically, participants reported 
speaking slower and louder for older patients: 
 “You have to ensure that you're talking at the right level, the 
ǀŽůƵŵĞ ?ƐůŽƵĚĞŶŽƵŐŚĂŶĚǇŽƵƌƚŽŶĞŽĨǀŽŝĐĞŝƐƐŽƚŚĂƚƚŚĞǇĐĂŶ
ŚĞĂƌƚŚĞŵŝĨƚŚĞǇĚŽŚĂǀĞŚĞĂƌŝŶŐŝŵƉĂŝƌŵĞŶƚ ? ? 
Participant 8, Medical student 
One participant described how she made adjustments in her clarity of speech 
to older patients as a rule, because she had found that she could not rely on 
patients to report when they have not heard or understood a question or 
statement, due to the stoical and accepting nature of older patients. Another 
participant also described how she adjusted her communication strategy so 
she spoke clearly for all older patients: 
 “/ƚŚŝŶŬĨƌŽŵĂƉĞƌƐŽŶĂůƉŽŝŶƚŽĨǀŝĞǁ ?/ ?ŵƋƵŝƚĞƐŽĨƚůǇƐƉŽŬĞŶ
normally and now whenever I approach an older person, 
ǁŚĂƚĞǀĞƌƚŚĞŝƌĂŐĞ ?/ŵĂŬĞĂŶĞĨĨŽƌƚƚŽƐƉĞĂŬŵŽƌĞĐůĞĂƌůǇĂŶĚ
louder to the patient. That took a while to realise that you have to 
ĚŽƚŚĂƚ ?ďůĂŶŬĞƚ ? ? 
Participant 20, Junior Doctor 
A further adjustment in communication style with older patients was the 
reduction of colloquial slang as well as complicated medical jargon. 
Participants described using simpler words and avoiding too many medical 
phrases which might serve to confuse patients or make them feel distressed. 
KŶĞƉĂƌƚŝĐŝƉĂŶƚƌĞƉŽƌƚĞĚƚŚĂƚŚĞƚĞŶĚĞĚƚŽ “ĚĞ-ũĂƌŐŽŶŝƐĞ ?ĂŶĚ “ĚĞ-medicalisĞ ?
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his words for older patients. This participant also stated that he found the use 
of medical jargon more common in younger patients, who might introduce 
these words themselves and in such cases he did not avoid the use of medical 
terms as the patient appeared to be aware of the meaning. Another 
participant explained that there is a large power imbalance between the 
older patient and the doctor, because of the respect this patient group tends 
to have for members of the medical profession. This participant explained 
that the doctor should be aware of the power imbalance and seek to 
communicate simply and without large amounts of medical information 
which may serve to alienate or distress the older patient. The use of clear and 
simple language and trying to gauge what the patient understands was at the 
heart of communication with older patients, and participants commonly 
described the use of a mixture of strategies to enhance doctor-patient 
communication: 
 “/ƚ ?ƐĂďŽƵƚĂĚĂƉƚŝŶŐǇŽƵƌƐƚǇůĞ/ƐƵƉƉŽƐĞƚŽƵŶĚĞƌƐƚĂŶĚǁŚĂƚ
they're understanding, to understand that sometimes you have to 
revisit an issue multiple times, discuss it in different ways, use 
very simple language. Take consideration of things like they might 
be deaf, they can't hear you, they don't have their hearing aid on, 
they usually do, they need to get it.  All these simple things it's 
ĂďŽƵƚďĞŝŶŐĂǁĂƌĞŽĨƚŚŽƐĞŬŝŶĚƐŽĨƚŚŝŶŐƐ ? ?
Participant 9, Specialist Registrar Doctor 
 
5.3.3.2   Being patient with the patient 
Participants tended to report that they needed to allow more time for older 
patients to process medical questions, remember information, and formulate 
a response. Older patients tended to have a larger number of illnesses and 
take more medications and, as a result, needed a longer time to recall 
information and respond to questions about their medical history.  
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A number of factors served to increase the duration of medical encounters 
for older patients than younger patients, and a number of participants 
described the need for patience during interactions. As well as taking more 
time to describe their history and symptoms, the older patient may need 
longer to follow instructions. The need to be patient therefore applied to 
many aspects of the medical encounter. One participant advised: 
 “ ?leaving a little bit of time after questions to let the patient sort 
ŽĨƉƌŽĐĞƐƐǁŚĂƚƚŚĞǇ ?ǀĞƐĂŝĚďĞĐĂƵƐĞŝƚĚŽĞƐƚĂŬĞƚŚĞŵƚŚĂƚďŝƚ
longer. Sometimes you know you can tell a patient to tie their 
shoes and come back five minutes later and find them tying their 
ƐŚŽĞƐĂŶĚƚŚĞǇĚŝĚŶ ?ƚĚŽŝƚǁŚĞŶǇŽƵŽƌŝŐŝŶĂůůǇĂƐŬĞĚƚŚĞŵĂŶĚ
ŝƚ ?ƐũƵƐƚďĞĐĂƵƐĞƚŚŝŶŐƐƚĂŬĞũƵƐƚƚŚĂƚůŝƚƚůĞďŝƚůŽŶŐĞƌƐŽũƵƐƚďĞing 
aware that sometimes it does take a little bit of time for things to 
ŚĂƉƉĞŶ ? ?
Participant 18, Junior Doctor 
The importance of knowing when to take time with older patients and allow 
them to talk, and when to interrupt and focus the conversation on medical 
matters, was also mentioned. Some participants described the need to find 
ways of redirecting the conversation back to medical information, without 
interrupting or offending the older patient. Some participants described the 
need to let older patients talk for a few minutes even if they talk about 
matters irrelevant to the medical encounter and then direct the conversation 
to medically relevant information: 
 “/ĨǇŽƵƐƚĂƌƚĂƐŬing them rapid questions they tend to get very 
annoyed and feel like upset with them ? you have actually to step 
back and just try and get them to talk out what they want to say, 
ďĞĨŽƌĞĂƐŬŝŶŐƋƵĞƐƚŝŽŶƐ ? ?
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Participant 24, Junior Doctor 
 
5.3.3.3   Reassuring the patient 
Due to the distress, fragility and loneliness of some of the older patients, as 
well as their delicate balance of health, a few participants stated that it was 
an important part of the doctors ? role to make them feel comfortable and 
cared for. In some cases, older patients may be on their own in the hospital 
without relatives to visit them, and therefore do not benefit from the 
traditional forms of social support commonplace in younger patients. As a 
result, the doctor had a role to play in ensuring older patients felt understood 
and reassured:  
 “ǀĞŶŝĨƚŚĞǇĐĂŶ ?ƚĐŽŵŵƵŶŝĐĂƚĞǀĞƌǇǁĞůů ?ǇŽƵŚĂǀĞƚŽďĞĂďůĞƚŽ
reassure them that, you know, you do understand and things, and 
ǇŽƵ ?ƌĞŐŽŶŶĂƚƌǇĂŶĚŚĞůƉƚŚĞŵĂƐŵƵĐŚĂƐǇŽƵĐĂŶĂŶĚƐƚƵĨĨ ?
because otherwise they caŶĨĞĞůƋƵŝƚĞĂůŽŶĞ ?/ŝŵĂŐŝŶĞ ? ? 
Participant 14, Medical student 
One participant described being able to communicate well with the older 
patient, by being empathetic and reassuring, was an important part of her job 
as a doctor. She explained that being competent at medical diagnosis and 
treatment was not enough to be a good doctor: 
 “zŽƵĐĂŶďĞƚŚĞƉĞƌĨĞĐƚƉĞƌƐŽŶĂƚĚŝĂŐŶŽƐŝŶŐĂŶĚƚƌĞĂƚŝŶŐ ?ďƵƚŝĨ
ǇŽƵĐĂŶ ?ƚƐŝƚƐŽŵĞďŽĚǇĚŽǁŶĂŶĚƚĞůůƚŚĞŵ ?ǇŽƵŬŶŽǁ, break bad 
news to them in a good way, I think that makes you a terrible 
ĚŽĐƚŽƌ ? ? 
Participant 15, Junior Doctor 
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A few participants described the need to be reassuring with older patients in 
order to make them feel at ease, which would then allow an easier history-
taking process for the patient and the doctor, particularly if the older patient 
is confused due to the hospital surroundings: 
 “zŽƵĂůƐŽŚĂǀĞƚŽŵĂŬĞƚŚĞŵĨĞĞůĂƚĞĂƐĞĂŶĚƚŚĞŶŝĨǇŽƵĚŽƚŚĞŶ
ƚŚĞǇ ?ƌĞŽĨƚĞŶĂďůĞƚŽŐŝǀĞǇŽƵĂůůƚŚĞŝŶĨŽƌŵĂƚŝŽŶǇŽƵǁĂŶƚ ? ?
Participant 8, Medical student 
 
5.3.3.4   Managing paternalistic tendencies in self and relatives 
A number of participants mentioned the potential to unintentionally 
patronise older patients. In situations where patients have hearing 
impairments or cognitive impairments, participants claimed that it can be 
easy to become complacent and just move on with care, without fully 
checking what the older patient understands or wants for their care. Some 
participants expressed self-consciousness about appearing patronising or 
condescending when attempting to check if the older patient has heard or 
understood them. Furthermore, one participant described a tendency for 
carers or relatives to infantile or patronise the older ƉĂƚŝĞŶƚŝŶƚŚĞĚŽĐƚŽƌƐ ?
presence, which then made it easier for the doctor to engage in the same 
behaviour without thinking to check the patients ? understanding of the 
situation and their surroundings: 
 “/ƚŚŝŶŬĞǀĞƌǇďŽĚǇĚŽĞƐŝƚĂƚƐŽŵĞƉŽŝŶƚ ?ŐĞŶĞƌĂůůǇŶŽƚŝŶƚĞŶƚŝŽŶĂů ?
I think it's a very common default position particularly if 
somebody is bit confused, to just accept that they're confused 
rather than trying to see how much they understand or to try and 
make things simple for them to understand.  There's an 
inclination to talk over them or ƚŽƚĂůŬƚŽĨĂŵŝůǇĂŶĚŶŽƚƚƌǇ ? but 
I'm not always sure that people make enough effort to engage 
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with an older person.  Sometimes they don't do it, even if they're 
ŶŽƚƚŚĂƚĐŽŶĨƵƐĞĚ ? ? 
Participant 9, Specialist Registrar Doctor 
Paternalism also needed to be managed when outlining treatment options 
and making decisions about treatment. Participants frequently mentioned 
that older patients tended to prefer the doctor to take on a paternalistic role 
in their treatment and care. Participants explained that their medical 
education explicitly trained them to encourage all patients to take control of 
their care and treatment when appropriate to do so, often referred to as 
 ‘ƉĂƚŝĞŶƚ-ĐĞŶƚƌĞĚ ?ĐĂƌĞ. In contrast to this, older patients tended to be less 
likely or less willing to negotiate their own care, or maybe less aware that 
they have a choice in their medical care: 
 “but I think a lot of the elderly population expect a paternalistic 
attitude from medical professionals, they expect you to be in 
charge and that your decision is go and it's kind of with the 
younger population it's more of a dialogue, more about patient 
choice, whereas with the elderly population I don't think a lot of 
them appreciate the choice they do have in their own care and I 
think communicating that to some of them can be a challenge 
sometimes ? 
Participant 3, Medical student 
Participants reported this as particularly challenging because they are 
generally discouraged from being paternalistic in their care. Additionally, 
participants mentioned that they often do not know what is best for the older 
patient due the number of instances in which the medical team do not have a 
ĚĞƚĂŝůĞĚĂĐĐŽƵŶƚŽĨƚŚĞƉĂƚŝĞŶƚ ?ƐůŝĨĞand responsibilities at home. 
Participants generally reported being uncomfortable being asked to make 
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decisions for these patients. A few participants described the paradox of 
being a patient-centred doctor in cases where the older patient may want 
paternalistic care. On being asked why they think older patients express a 
preference for paternalistic care, a participant suggested that some older 
patients may not understand that the current state of healthcare allows more 
self-determination of care.  
Participants also described patient admissions as being more challenging due 
to the fact that older patients often came into hospital with their family or 
carer. In some cases, the family members would attempt to answer the 
questions or conduct most of the talking, and sometimes had a tendency to 
infantilise the older patient. The participants reporting this claimed that this 
was not ideal for history taking as the family may have different impressions 
of the symptoms the older patient was experiencing, making it difficult for 
the participant to reach an accurate assessment. A few participants described 
finding themselves in three-way discussions with the older patient and the 
family at the same time which could be challenging: 
 “/ŵĞĂŶŝƚŝƐĞĂƐǇƚŽŐĞƚĚŝƐƚƌĂĐƚĞĚďĞĐĂƵƐĞĨĂŵŝůy members will 
sometimes do exactly the same, sometimes they'll bypass their 
relative or ƚƌĞĂƚƚŚĞŵůŝŬĞĂĐŚŝůĚŽƌ ? ‘ĚŽŶ ?ƚƚĞůůƚŚĞŵƚŚĂƚ ?. ? 
Participant 9, Specialist Registrar Doctor 
However, some benefits of having the family present were also described. 
One participant explained that the family would often ask questions that the 
older patient may not have asked but may have needed to know. In some 
ĐŝƌĐƵŵƐƚĂŶĐĞƐ ?ƚŚĞƉĂƚŝĞŶƚ ?ƐĨĂŵŝůǇĂƌĞŵŽƌĞĂǁĂƌĞŽƌŚŽŶĞƐƚĂďŽƵƚŚŽǁǁĞůů
the older patient will do once discharged than the patient themselves, who 
may feel more capable in their ability to look after themselves. In such cases, 
deciding what is best for the older patient may involve paying more attention 
to the beliefs of the relatives or carers than the patients themselves, which 
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may outwardly appear paternalistic but may be necessary to ensure the 
future safety of the patient: 
 “KĨƚĞŶŝƚ ?ƐƚŚŝŶŐƐůŝŬĞĚŝƐĐŚĂƌŐĞƉůĂŶŶŝŶŐ ?ƐŽĂůŽƚ ĨŽůĚĞƌƉĞŽƉůĞ
might think that they would cope well at home, even though in 
ŚŽƐƉŝƚĂůƚŚĞǇ ?ǀĞŶŽƚďĞĞŶĨĞĞĚŝŶŐƚŚĞŵƐĞůǀĞƐĂŶĚƚŚĞǇ ?ǀĞŶŽƚ
ďĞĞŶĐůĞĂŶŝŶŐƚŚĞŵƐĞůǀĞƐ ?ƚŚĞǇ ?ǀĞďĞĞŶƌĞůŝĂŶƚŽŶŽƚŚĞƌƉĞŽƉůĞ ?
The families are perhaps in that scenario, a bit more realistic 
about what might be good for the patient than the patient 
ƚŚĞŵƐĞůǀĞƐ ? ?
Participant 20, Junior Doctor 
 
5.3.4  Determining the treatment plan 
5.3.4.1   The appropriate level of treatment 
Participants described how deciding on the appropriate level of treatment for 
older patients was often difficult. Some health problems such as cancer can 
often require aggressive treatment, but some ŽůĚĞƌƉĂƚŝĞŶƚƐ ?ŚĞĂůƚŚŵĂǇďĞ
too fragile to undergo such treatment. Decisions concerning the 
appropriateness of a particular treatment would depend on the individual 
case, with particular consideration given to the functional level of the older 
patient rather than to ƚŚĞƉĂƚŝĞŶƚ ?Ɛ chronological age. Participants described 
cases where the effects of the treatment could be worse than the effects of 
the illness it was intended to treat. As a result, the level and aggressiveness of 
any prescribed treatment had to be considered on a case-by-case basis: 
 “ ?ďƵƚƚŚĞŶĂƚ ƚŚĞƐĂŵĞƚŝŵĞ ?ǁŚĞŶƚŚĞǇ ?ǀĞŐŽƚĚĞŵĞŶƚŝĂ ?ƐŽƌƚŽĨ
end-ƐƚĂŐĞĚĞŵĞŶƚŝĂ ?ƚŚĞĂƚƚŝƚƵĚĞŝƐ ?ǁŚŝĐŚ/ƚŚŝŶŬŝƐƌŝŐŚƚ ? ‘ǁĞ ?ƌĞ
ŶŽƚŐŽŝŶŐƚŽŝŶǀĞƐƚŝŐĂƚĞƚŚŝƐ ?tĞ ?ƌĞŶŽƚŐŽŝŶŐƚŽŐŽĂůůŽƵƚĂŶĚƚƌǇ
and find the root cause of this, we need to try and prevent their 
falls, but at the same time, if they have had a heart attack, are we 
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ĂĐƚƵĂůůǇŐŽŝŶŐƚŽĚŽĂŶǇƚŚŝŶŐĂďŽƵƚŝƚďĞĐĂƵƐĞƚŚĞǇ ?ǀĞŐŽƚĞŶĚ-
ƐƚĂŐĞĚĞŵĞŶƚŝĂ ? ? ? 
Participant 16, Junior Doctor 
Participants explained that there was a greater likelihood of aggressive 
treatment being carried out, when required, on a younger patient because it 
would be assumed that they would be in relatively good health if it were not 
for the illness for which they were admitted. However, participants expressed 
concern over being able to identify what was, and was not, appropriate 
treatment in cases involving older patients: 
 “zŽƵĚŽŶ ?ƚĂůǁĂǇƐŶĞĞĚƚŽƚƌĞĂƚĞǀĞƌǇƚŚŝŶŐĂŶĚŵĂŬĞĞǀĞƌǇƚŚŝŶŐ
ƉĞƌĨĞĐƚůǇƌŝŐŚƚĂŐĂŝŶďĞĐĂƵƐĞƉĂƚŝĞŶƚƐǁŚĞŶƚŚĞǇĂƌĞŽůĚĞƌƚŚĞǇ ?ƌĞ
naturally going to deteƌŝŽƌĂƚĞĂŶĚŝƚ ?ƐŶŽƚĂůǁĂǇƐƌŝŐŚƚƚo treat 
everything aggressively. You need to kind of bring them back to 
their normal level of function ?because the more you search, the 
ŵŽƌĞƉƌŽďůĞŵƐǇŽƵĨŝŶĚŝŶŽůĚĞƌƉĞŽƉůĞƐŽŝƚ ?ƐŬŝŶĚŽĨŚŽŶŝŶŐŝŶŽŶ
what is the important thing to treat and treating that. I think 
ƚŚĂƚ ?ƐĂĐŚĂůůĞŶŐĞ, ŬŶŽǁŝŶŐǁŚĂƚƚŽĚŽĂŶĚǁŚĂƚŶŽƚƚŽĚŽ ? ?
Participant 19, Junior Doctor 
Being able to identify what to treat and what not to treat was frequently 
mentioned as a concern in the medical treatment of older patients. Multiple 
participants explained that getting the older patient back to their previous 
level of functioning was the main goal of treatment, because curing all health 
problems was unlikely. Using aspects of the older ƉĂƚŝĞŶƚƐ ?ŵĞĚŝĐĂůĂŶĚƐŽĐŝĂů
history, the baseline health level of an older patient could be determined 
which was essentially the general health and function of the patient prior to 
the latest hospital admission. This baseline level served as the point at which 
the participant considered the older patient ?s health to be well enough for 
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discharge. Participants generally saw this as different for younger patients, 
whose baseline health was often not sought because much of their 
functioning levels and social history was assumed (for example, their ability to 
feed, wash and clothe themselves).  
Some participants mentioned that in the case of very ill or frail older patients, 
less is more. Offering less treatment or less aggressive treatment may be 
more appropriate than putting the older patient through invasive tests and 
putting him or her on a variety of medications. Another participant gave an 
example of not admitting older patients to hospital in cases when the hospital 
environment may actually worsen their health.  
Generally, the lack of aggressive and active treatment in cases involving very 
ill older patients was described as unfortunate but necessary. However, one 
participant expressed a belief that this passive treatment of older patients 
was ageist and unfair, causing him great concern. This participant believed 
that older patients are too easily placed on an end-of-life care pathway 
(where it is believed that the patient is not likely to survive and efforts are 
therefore focused on ensuring their death is comfortable). Once on an end-
of-life care pathway, patients are denied medication and treatment for the 
illness and are instead given pain relief. The belief that older people are 
explicitly and unfairly denied treatment due to ageism, however, was only 
described by one participant:   
 “/ƚŚŝŶŬŵĂŶǇŽůĚĞƌƉĞŽƉůĞ- because of ageist policies of doctors, 
ĂŐĞŝƐƚƐƚĂƚĞŽĨŵŝŶĚĂŶĚŶƵƌƐĞƐ ?ƚŚĞǇ ?ƌĞƉƵƚŽŶĞŶĚŽĨůŝĨĞ
ƉĂƚŚǁĂǇƐĂŶĚƚŚĞǇĚŝĞĂŶĚ/ƚŚŝŶŬŵĂŶǇŽĨƚŚĞŵĚŽŶ ?ƚĚĞƐĞƌǀĞƚŽ
die, they should be treated actively, many of them have treatable 
problems... /ƚŚŝŶŬƚŚĂƚĂůƐŽƚƌŽƵďůĞƐŵĞ ? ?
Participant 6, Consultant Doctor 
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This doctor was clear in his own disagreement with the denial of treatment 
that some older patients receive. He explained that he was aware of cases 
where he believed the patient should be treated, but was denied treatment 
ĚƵĞƚŽ “ĂŐĞŝƐƚĚĞĐŝƐŝŽŶŵĂŬŝŶŐ ? ?,ĞĂůƐŽƌĞƉŽƌƚĞĚƚŚĂƚŚĞhad noticed older 
ƉĂƚŝĞŶƚƐďĞŝŶŐĚĞŶŝĞĚƚƌĞĂƚŵĞŶƚĂŶĚƚŚĂƚŚĞƐĂǁƚŚŝƐŚĂƉƉĞŶŝŶŐ “ĂůůƚŚĞ
ƚŝŵĞ ? ?His disagreement with the end of life pathway policies that denied 
treatment to some individuals, who were considered to be dying, was also 
described. The end of life pathway is intended to give patients dignity at the 
end of life, but this participant described how he struggled to come to terms 
with its use:  
 “ ?when somebody is put on the pathway they are deprived of 
ĞǀĞƌǇƚŚŝŶŐ ?ŶŽ/sĨůƵŝĚƐ ?ŶŽŵĞĚŝĐĂƚŝŽŶ ?ƚŚĞŶƚŚĞǇ ?ƌŐŝǀĞŶ
injections like for pain or morphine to keep them comfortable or 
haloperidol or midazolam or these kind of drugs or hyoscine to 
reduce secretions. These medications expedite death because 
they suppress your breathing, they have lots of side effects, they 
suppress the cerebral activity, but most people hide behind the 
assumption that we are keeping him comfortable ?then 
somebody is put on palliative care you are inadvertently or 
subconsciously expediting their death by giving them medications 
and denying them the treatment they need, like if somebody has 
an infection and you want to give them antibiotics, you say  ‘oh 
ďĞĐĂƵƐĞŚĞ ?ƐŽŶƚŚĞ ƉĂƚŚǁĂǇŶŽĂŶƚŝďŝŽƚŝĐƐĨŽƌŚŝŵ ?,  ‘giving him 
injections is very undignified ? ? So older people are denied 
ƚƌĞĂƚŵĞŶƚǁŚĞŶƚŚĞǇƐŚŽƵůĚďĞƚƌĞĂƚĞĚ ? ?
Participant 6, Consultant Doctor 
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5.3.4.2   Negotiating with relatives and others about treatment 
Another area for managing the complexity associated with older patient care 
concerned dealing with the relatives of the patient. In some cases, the 
relatives have very different expectations of care to that of the older patient, 
and participants found that managing this situation and negotiating the best 
care for the patient can be difficult. Mostly, participants described having to 
deal with differences of opinion over patient care and treatment where the 
older patient and the relatives had different views on the best course of 
action. Some participants found these situations particularly difficult, because 
it is their duty to serve the older patient as opposed to their family: 
 “ ?even if sometimes we think yes it may be a little bit on the 
ƌŝƐŬǇƐŝĚĞ ?ďƵƚŝĨǇŽƵ ?ǀĞĞǆƉůĂŝŶĞĚƚŚĞƌŝƐŬƐƚŽƚŚĞƉĂƚŝĞŶƚĂŶĚƚŚĞǇ
ƐƚŝůůǁĂŶƚƚŽĚŽŝƚĂŶĚǇŽƵ ?ǀĞƉƵƚŝŶĂƐŵƵĐŚƐĂĨĞƚǇŶĞƚƐĂƐǇŽƵ
ĐĂŶƚŚĞŶǇŽƵŚĂǀĞƚŽƐĞŶĚƚŚĞŵŚŽŵĞ ?ƵƚƚŚĞƌĞůĂƚŝǀĞƐĚŽŶ ?ƚ
ĂůǁĂǇƐĂŐƌĞĞǁŝƚŚƚŚĂƚĂŶĚƐĂǇ ‘tĞůůŝĨĂŶǇƚŚŝŶŐŐŽĞƐǁƌŽŶŐŝƚ ?Ɛ
ǇŽƵƌĨĂƵůƚ ?ĚŽĐƚŽƌ ? ?ĂŶĚĂůůƚŚŝƐŬŝŶĚŽĨƐƚƵĨĨ. ? 
Participant 13, Consultant Doctor 
In some cases, the older ƉĂƚŝĞŶƚ ?ƐĐĂƌĞƌ, who was often their spouse, did not 
want to be left alone at home and was eager for the patient to be discharged. 
Again, this required the doctor to have a difficult conversation with the 
patient ?s partner if the doctor believed the patient was unsafe at home. One 
participant described how the difficulty of dealing with relatives was often 
driven by the fact that the relatives or carers believed they were the main 
advocate for the older patient, even if the patient did not suffer from 
cognitive impairments and was able to make care decisions for his or herself. 
As a result of this, discussions with the older patient ?s family can be more 
difficult with the potential for the family or carer to become distressed. 
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Participants also suggested that expectations of the older patients 
themselves as well as others (such as the patient ?s families or other medical 
professionals), play a role in determining the appropriate level of treatment 
aggressiveness. A few participants described the relatives or carers having 
different agendas or expectations about treatment to the older patient or the 
doctor. Some also explained that a patient ŽƌƚŚĞƉĂƚŝĞŶƚ ?Ɛ family did not 
appear to want active or aggressive treatment because they believed that the 
illness was an inevitable consequence of old age. 
Some participants described how specialists in other medical fields expected 
less active treatment for older patients, because the specialist doctor saw the 
illness as a consequence of ageing. Where this issue was brought up in the 
interviews, the expectations of others were in conflict to the participant, who 
felt active treatment was appropriate: 
 “ ? especially amongst older people and especially amongst 
ƐƵƌŐĞŽŶƐ ?ƚŚĞƌĞ ?ƐĂďŝŐǀŝĞǁƚŚĂƚ ‘ƚŚĞǇ ?ƌĞũƵƐƚŽůĚ ?, you know,  ‘we 
are not going to do anything because they are old ?, and actually it 
is not age that is the pƌŽďůĞŵ ?ŝƚ ?ƐĂůůƚŚĞŝƌŽƚŚĞƌĐŽmorbidities 
that are the problem. It is just you get a bit resentful of them 
sayŝŶŐ ‘KŚǁĞůůŚŽǁŽůĚĂƌĞƚŚĞǇ ? ? ? ‘Oh they aƌĞ ? ? ?,  ‘OŚ/ ?ŵŶŽƚ
going to do anything ?. ? 
Participant 18, Junior Doctor 
 
5.3.4.3   Prioritising illnesses to deal with patient complexity 
As highlighted earlier, older patients often have a number of illnesses and 
may be on multiple medications. If the older patient has multiple morbidities 
prior to hospital admission, they may also be on multiple medications which 
can interact and potentially be an underlying reason for the present 
complaint and hospital visit. In complicated cases such as these, where the 
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older patient has multiple illnesses, a few participants explained that the 
doctor often needs to establish a management plan to deal with and treat 
them. Many participants described how prioritising health complaints was an 
important part of the management plan for older patients. They explained 
that the doctor must try to identify all the possible reasons as to why the 
older patient needed to be admitted to hospital, and then prioritise each 
factor. In addition to this, the doctor has to determine which of the 
contributory factors can be addressed through medical care (rather than the 
ƉĂƚŝĞŶƚ ?ƐƐŽĐŝĂůĐĂƌĞŽƌƚŚĞŚŽŵĞĞŶǀŝƌŽŶŵĞŶƚ ?. The management plan often 
becomes a list of the important factors that need to be treated and the 
particular order in which they are to be addressed: 
 “/ǁĂƐĚŽŝng a medical registrar shift and I was asked to see a 
frail older gentleman who was on one of the orthopaedic wards 
ǁŚŽ ?ĚďƌŽŬĞŶŚŝƐŶĞĐŬŽĨĨĞŵƵƌ ?ǁŚŽ ?ĚŚĂĚĂŶŽƉĞƌĂƚŝǀĞƌĞƉĂŝƌ ?
had about 5 or 6 different pathologies, had decompensated post 
operatively, had never really been seen by anyone more senior 
than an SHO [Junior Doctor] apart from a Consultant orthopaedic 
ƐƵƌŐĞŽŶ ?ĂŶĚŚĂĚƌĞĂůůǇĚĞƚĞƌŝŽƌĂƚĞĚƚŽƚŚĞƉŽŝŶƚǁŚĞƌĞŚĞǁĂƐ
ĂƚĚĞĂƚŚ ?ƐĚŽŽƌĂŶĚ/ǁĂƐĂďůĞƚŽĐŽŵĞĂůŽŶŐĂŶĚƐĂǇ ‘well look, 
here are a list of all his pathologies, here are a list of all his other 
problems, here are a list of possible solutions, I would recommend 
the following 12 point action plan, and I will drop by tomorrow to 
ƐĞĞŚŽǁŚĞ ?ƐĚŽŝŶŐ ? ? ?/ĚƌŽƉƉĞĚďǇƚŚĞĨŽůůŽǁŝŶŐŵŽƌŶŝŶŐĂŶĚŚĞ
waƐĚŽŝŶŐŵƵĐŚďĞƚƚĞƌ ? 
Participant 22, Consultant Doctor 
Another participant explained that she had seen more experienced doctors 
making a problem list in order to treat complex older patient cases: 
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 “KŶĞŽĨƚŚĞĨŝƌƐƚƚŚŝŶŐƐƚŚĂƚ/ůĞĂƌŶƚǁŚĞŶ/ƐƚĂƌƚĞĚworking as a 
registrar was when you do your ward round, make a problem list, 
ĨŝŶĚŽƵƚǁŚĂƚǇŽƵƌƉƌŽďůĞŵƐĂƌĞĂŶĚƚŚĞŶǁƌŝƚĞǁŚĂƚǇŽƵ ?ƌĞ
ĚŽŝŶŐƚŽŵĂŬĞƚŚĞŵďĞƚƚĞƌ ?^Ž/ƚŚŝŶŬƚŚĂƚ ?ƐƉĞƌŚĂƉƐƚŚĞ
approach that we have as a specialty and that means that you 
cĂŶŵĂŬĞŝƚŵĂŶĂŐĞĂďůĞĂŶĚŵĂŬĞŝƚƐŽƌƚŽĨďŝƚĞƐŝǌĞĂƐŝƚǁĞƌĞ ? ?
Participant 7, Trainee Specialist Doctor 
 
5.3.4.4   The importance of treating the whole person 
Participants described how treatment for older patients needed to be much 
more holistic in order to be successful. Due to the increased comorbidities, 
multiple medications, and vastly different functional and physical abilities, 
most participants described that successful care for older patients required 
treating the whole person rather than only focusing on the presenting 
problem (i.e. the main issue for which the patient is admitted). Participants 
consistently recommended holistic older patient care and gave examples of 
ŚŽǁŽůĚĞƌƉĂƚŝĞŶƚƐ ?ŚĞĂůƚŚŝƐƐƵĞƐĂƌĞŽĨƚĞŶŝŶƚĞƌƌĞůĂƚĞĚ ?/ŶǇŽƵŶŐĞƌĂŐĞ
groups, healthcare was described as often focused on, and specific to, the 
presenting problem. However, successful medical treatment for older 
patients required treating the whole person: 
 “/ƚ ?ƐŶŽƚ ? ‘ŽŚƚŚŝƐƉĞƌƐŽŶ ?ƐĐŽŵĞŝŶǁŝƚŚĂďƌŽŬĞŶƚŽ  ? ůĞƚ ?ƐǁƌĂƉŝƚ
ƵƉ ?ǁƌĂƉƚŚĞďĂŶĚĂŐĞ ?ůĞƚ ?ƐƐĞŶĚƚŚĞŵŚŽŵĞ ? ?/ƚ ?ƐũƵƐ ‘right, 
ǁŚĂƚ ?ƐŐŽŝŶŐŽŶĂƚŚŽŵĞ ?WŚĂƚ ?ƐďĞĞŶŐŽŝŶŐŽŶĂƚŚŽŵĞ? 
WŚĂƚ ?ƐƚŚĞƌĞĂƐŽŶƚŚŝƐƉĞƌƐŽŶďƌŽŬĞƚŚĞŝƌƚŽĞ ?ƌĞƚŚĞǇƐĂĨĞƚŽŐŽ
home? What do we need to put in place? What kind of carers can 
help ƚŚĞŵ ? ? ? ? ?/ƚ ?ƐũƵƐƚ ?ũƵƐƚůŽŽŬŝŶŐĂƚƚŚĞǁŚŽůĞƉĞƌƐŽŶ ?ƚŚĞŝƌ
environment, why it happened, as opposed to just looking at 
ƚŚĞŵĨƌŽŵĂŵĞĚŝĐĂůƉĞƌƐƉĞĐƚŝǀĞ ? ?
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Participant 15, Junior Doctor 
Participants often described the importance of holistic care of older patients 
in order to minimise the likelihood of readmission, particularly the 
readmissions that are as a result of a failure to address underlying 
psychological and social issues. Participants explained that treatment that 
was only medically focused, ignoring possible psychological and social issues, 
often meant that when older patients re-entered their previous environment 
or encountered that issue again, they may still be affected adversely and have 
to come back into hospital. As a result, holistic care was crucial for the future 
health and safety of the older patient: 
 “^Ž/ƚŚŝŶŬŝƚ ?ƐƐƉĞŶĚŝŶŐŵŽƌĞƚŝŵĞŽŶƉƐǇĐŚŽ-social aspects 
because if you don't address those, they're going to bounce back 
through a revolving door and it's almost a waste to kind of 
discharge. Not only detrimental to the patient's health and well-
being, it also occupies unnecessary time in the hospital beds, 
expose them to infection and everything else associated with 
ƚŚĂƚ ? ?
Participant 11, Consultant Doctor 
 
5.3.4.5   Preventing complications or the worsening of patient health 
Participants often described the most important part of older patient 
treatment to be the prevention of secondary problems and complications. 
Preventing older patientƐ ?ŚĞĂůƚŚ worsening in hospital was deemed crucial, 
because older patients tend to have more fragile health and suffer from 
faster deterioration in health when ill than those of younger ages. In 
preventing further decline, participants explained that they needed to be 
more accurate and careful when treating older patients as they typically have 
less physiological reserve to compensate should something go wrong. This 
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reduced physiological reserve and depressed immune function, both 
associated with older age, contributed to the fast decline and slower recovery 
reported in older patients. One participant described the fact that there are 
known complications which can be avoided but need to be managed in the 
older patient: 
 “ ?ďƵƚ/ŵĞĂŶƚŚŝŶŐƐ/ ?ŵǁŽƌƌŝĞd about are pressure areas, UTIs 
[Urinary Tract Infections], chest infections, aspiration, immobility, 
DVTs [Deep Vein Thrombois], sundowning, confusion and all those 
ƐŽƌƚƐŽĨƚŚŝŶŐƐ ? 
Participant 21, Consultant Doctor 
As a result, this participant explained that he was alert to, and aware of, 
managing these risk factors so they did not develop into complications: 
 “ ?there are checklists that I go through to make sure.  Simple 
things like making sure the nurses have got a pressure mattress in, 
making sure that they are being fed, making sure that they are 
ĚƌŝŶŬŝŶŐǁĂƚĞƌ ?ŵĂŬŝŶŐƐƵƌĞƚŚĞǇ ?ƌĞŶŽƚĂƐƉŝƌĂƚŝŶŐ, making sure 
ƚŚĂƚƚŚĞŵĞĚŝĐĂƚŝŽŶƐƚŚĞǇ ?ƌĞŽŶĂƌĞŶŽƚĐĂƵƐŝŶŐĐŽŶĨƵƐŝŽŶ ? ?
Participant 21, Consultant Doctor 
When deciding on the treatment, many participants described how 
preventing complications and the worsening of patientƐ ? health was 
incredibly important to the decision making process involved in the care of 
the older patient. OŶĞƉĂƌƚŝĐŝƉĂŶƚĚĞƐĐƌŝďĞĚƚŚĞŝƌũŽďĂƐŵŽƐƚůǇ ‘ĚĂŵĂŐĞ
ĐŽŶƚƌŽů ?ƐŽƚŚĂƚƚŚĞǀƵůŶĞƌĂďůĞŽůĚĞƌƉĂƚŝĞŶƚĚŽĞƐŶŽƚŐĞƚǁŽƌƐĞĨƌŽŵƚŚĞ
illness they already have. Another participant described how they would think 
of every way in which the older patient could deteriorate in order to make a 
conservative and careful decision about appropriate treatment: 
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 “/ĨƚŚĞǇ ?ǀĞŐŽƚĂŬŝĚŶĞǇŝŶũƵƌǇ ?ǇŽƵĚŽŶ ?ƚŬŶŽǁŚŽǁŵƵĐŚŽĨƚŚĞ
drug they can tolerate. You have to think about what it would do 
ƚŽƚŚĞŵ ?ŝĨŝƚ ?ƐĂĐƚƵĂůůǇĚĞƚƌŝŵĞŶƚĂůto their health rather than 
ƚƌĞĂƚŝŶŐŝƚ ?ŶĚŝĨƚŚĞǇ ?ǀĞŐŽƚƵŶĚĞƌůǇŝŶŐŵĞĚŝĐĂůĐŽŶĚŝƚŝŽŶƐĂƐ
ǁĞůů ?ƚŚĞŶƐŽŵĞĚƌƵŐƐĂƌĞĐŽŶƚƌĂŝŶĚŝĐĂƚĞĚĂŶĚǇŽƵĐĂŶ ?ƚƌĞĂůůǇ
just give it out without thinking of every, sort of, possible thing 
that might go wrong with that whereas with a younger patient, 
ƚŚĞǇ ?ƌĞƉƌŽďĂďůǇŶŽƚƐƵĨĨĞƌŝŶŐĨƌŽŵĂƐŵĂŶǇŽƚŚĞƌŵĞĚŝĐĂů
conditions, and therefore you can, kind of, roll it out in a sense, 
ƚŚĞƐƚĂŶĚĂƌĚƉƌŽĐĞĚƵƌĞ ? 
Participant 14, Medical student 
Participants who worked primarily in older patient healthcare settings 
described one of the ways to reduce worsening health was conducting 
medication reviews when the older patient was under their care. These 
participants described older patients as commonly on many medications 
which in some cases, had not been carefully reviewed for some time. They 
described how being on a number of different medications can cause 
interaction effects and make life more difficult for older patients. Therefore, 
medication reviews, which were often conducted by geriatricians, were 
described as another way to prevent future worsening of health by reducing 
older ƉĂƚŝĞŶƚƐ ?ŵĞĚŝĐĂƚŝŽŶƐƚŽŽŶůǇƚŚŽƐĞƚŚĂƚĂƌĞŶĞĐĞƐƐĂƌǇ: 
 “Often older people are on like 10, 15 different medications and 
being on so many medications, it is a risk factor for falling ? 
Participant 16, Junior Doctor 
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5.3.4.6   dŚĞƉƌŽďůĞŵŽĨ ‘ƐŽĐŝĂůĂĚŵŝƐƐŝŽŶƐ ? 
WĂƌƚŝĐŝƉĂŶƚƐĂůƐŽĚĞƐĐƌŝďĞĚǁŚĂƚǁĂƐƚĞƌŵĞĚ ‘ƐŽĐŝĂůĂĚŵŝƐƐŝŽŶƐ ? ?dŚĞƐĞǁĞƌĞ
admissions where an older patient had come to hospital because someone 
(such as a General Practitioner or a relative) had deemed them to be unsafe 
looking after themselves or living in their current environment. These 
ĂƉƉĞĂƌĞĚƚŽďĞ ‘ƐŽĐŝĂůĂĚŵŝƐƐŝŽŶƐ ?ďĞĐĂƵƐĞƚŚĞƉĂƚŝĞŶƚĚŝĚŶŽƚappear to 
have an acute illness which precipitated this particular hospital admission. 
Whilst it was not debated that many older patients ended up in hospital in 
this manner, the meaning and utility of the terms associated with social 
admissions (including  ‘ŽĨĨůĞŐƐ ? ? ‘ĂĐŽƉŝĂ ?ĂŶĚ ‘ĐĂŶ ?ƚĐŽƉĞ ? ?ǁĞƌĞĚĞďĂƚĞĚ ?
Participants who did not work on older patient wards tended to use these 
terms as if they were a diagnosis and often without noting that these terms 
may be deemed offensive: 
 “ Ž^ƐŽŵĞƚŝŵĞƐƚŚĞ'W ?ƐǁŝůůƐĂǇ ? ‘sorry we tried to sort this out 
ǁŝƚŚƐŽĐŝĂůĐĂƌĞďƵƚǁĞĐŽƵůĚŶ ?ƚ ?ĐĂŶǇou just please keep them 
safe? Look after them ? ?^ŽŵĞƚŝŵĞƐǁĞ ?ůůŚĂǀĞĂƉĂƚŝĞŶƚǁŝƚŚ
ĚĞŵĞŶƚŝĂǁŚŽ ?ƐŶŽƌŵĂůůǇůŽŽŬĞĚĂĨƚĞƌďǇƚŚĞǁŝĨĞĂŶĚƚŚĞŶƚŚĞ
ǁŝĨĞ ?ƐĂĚŵŝƚƚĞĚƚŽŚŽƐƉŝƚĂůƐŽŶŽǁŚĞĐĂŶ ?ƚĐŽƉĞ ?^ŽƐŽŵĞƚŝŵĞƐ
ǁĞĞŶĚƵƉĂĚŵŝƚƚŝŶŐƚŚĞŵĨŽƌŶŽŽƚŚĞƌƌĞĂƐŽŶŽƚŚĞƌƚŚĂŶƚŚĞƌĞ ?Ɛ
no support structure in the community, so that would be a purely 
ƐŽĐŝĂůĂĚŵŝƐƐŝŽŶĨƌŽŵŽƵƌƉŽŝŶƚŽĨǀŝĞǁďĞĐĂƵƐĞ ?ƚŚĞƌĞ ?ƐŶŽŶĞǁ
medical input that was required ? ?
Participant 23, Consultant Doctor 
dŚĞƉƌŽďůĞŵǁŝƚŚĂ ‘ƐŽĐŝĂůĂĚŵŝƐƐŝŽŶ ?ŝƐƚŚĂƚ, as highlighted in the previous 
quote, some doctors see these admissions as requiring no treatment or 
medical input. However, other doctors, especially those working specifically 
in older patient settings, ƚŽŽŬŝƐƐƵĞǁŝƚŚ ‘ƐŽĐŝĂůĂĚŵŝƐƐŝŽŶ ?Žƌ ‘ĂĐŽƉŝĂ ?ĂƐĂ
diagnosis. Some of these participants reported that once an older patient has 
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been categorised as a  ‘social admission ?, some doctors stop investigating their 
symptoms and just accept what is essentially a non-diagnosis as a diagnosis. 
One participant who had trained in medicine in another country remarked on 
the peculiarity of this particular diagnosis, or lack thereof: 
 “ŶĚǁŚĞŶ/ĐĂŵĞƚŽƚŚŝƐĐŽƵŶƚƌǇ/ ?d never heard of the diagnosis 
 ‘off legs ? before which is a nonƐƉĞĐŝĨŝĐ ‘ǁĞ ?ƌĞŶŽƚƋƵŝƚĞƐƵƌĞ, 
ƚŚĞǇ ?ƌĞƵŶǁĞůůďƵƚǁĞĚŽŶ ?ƚŬŶŽǁǁŚǇ ? kind of non-diagnosis 
diagnosis.  So it reĂůůǇƐƚƌƵĐŬŵĞǁŚĞŶ/ĐĂŵĞŚĞƌĞ ?that you 
ĐŽƵůĚƐĂǇ ‘/ ?ǀĞŐŽƚĂďƐŽůƵƚĞůǇŶŽŝĚĞĂďƵƚƚŚĞǇ ?ƌĞũƵƐƚ ŶŽƚǁĞůů ?ĂƐ
ĂĚŝĂŐŶŽƐŝƐ ? ?
Participant 23, Consultant Doctor 
The data continued to highlight the two perspectives. One perspective 
ƐƵŐŐĞƐƚĞĚĂ ‘ƐŽĐŝĂůĂĚŵŝƐƐŝŽŶ ?ŝƐũƵƐƚĂŚŽƐƉŝƚĂůƐƚĂǇƚŽĞŶƐƵƌĞƚŚĂƚƚŚĞolder 
patient is safe because they  “cannot cope ? and ƚŚĂƚ “nothing is medically 
wrong with them ? ?The other perspective saw this reasoning as flawed 
because by implying that nothing is wrong with the older patient medically, it 
excuses medical inaction, when in fact a number of things have gone wrong 
and put the patient at risk of harm.  Essentially, these participants reported 
that Ă ‘ƐŽĐŝĂůĂĚŵŝƐƐŝŽŶ ?ĚŽĞƐƌĞƋƵŝƌĞƐŽŵĞůĞǀĞůŽĨƚƌĞĂƚŵĞŶƚďĞĐĂƵƐĞƚŚĞ 
older patient is currently receiving inadequate care and help in their home 
environment, or community system, which has resulted in the older patient 
being put at risk of harm. Therefore, participants tended to differ on what a 
social admission meant for determining the treatment plan. 
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5.3.5  Organising a safe discharge and future rehabilitation needs 
5.3.5.1   The necessity of multidisciplinary teams for safe discharge  
Due to the broad spectrum of illnesses that can occur when dealing with an 
older age group of patients, caring for older patients was described as reliant 
on a multidisciplinary team of people. Each occupation played a role in the 
treatment and rehabilitation of older patients in order to ensure the best 
chance of a successful discharge:  
 “ ?ƚŚĞƌĞ ?ƐůŽƚƐŽĨĂƐƉĞĐƚƐŽĨƚŚĞŵĂŶĂŐĞŵĞŶƚĂŶĚƚhe 
understanding the broader situation which the patient is 
operating at that really can be performed by other members of 
the team, you know, the nurse gives you lots of inputs and day to 
ĚĂǇĐĂƌĞ ?ƚŚĞƉŚǇƐŝŽ ?ƐŐŽŶŶĂŐŝǀĞǇŽƵůŽƚƐŽĨƐƚƵĨĨŽŶŵŽďŝůŝƚǇ
tranƐĨĞƌƐ ?Kd ?Ɛ ?ŽĐĐƵƉĂƚŝŽŶĂůƚŚĞƌĂƉŝƐƚ ?ŐŽŶŶĂŐŝǀĞǇŽƵůŽƚƐŽĨ
ƐƚƵĨĨŽŶŚŽǁƚŚĞǇ ?ƌĞĐŽƉŝŶŐĂƚŚŽŵĞ ?ƚŚĞƐŽĐŝĂůǁŽƌŬĞƌǁŝůůŐŝǀĞ
ǇŽƵůŽƚƐŽĨƚŚĞƐŽĐŝĂůƐƵƉƉŽƌƚŵĞĐŚĂŶŝƐŵƐ ? ?
Participant 22, Consultant Doctor 
Participants commonly described how decision making would be made in a 
group context with older patients. For example, discharge decisions would be 
made in a multidisciplinary team meeting (MDT) in which members of 
different occupations would discuss their own perspective on how and when 
discharge should be carried out. Participants who were senior in grade 
tended to explain the importance of the multidisciplinary team in good 
discharge decisions and maintaining a successful discharge. A few participants 
explained that younger patients are typically discharged soon after they are 
medically fit because it is assumed that the younger patient ?s social 
environment matches their functional abilities. In contrast, when dealing with 
older patients, information on the social environment is often required 
because older patients who are discharged to an environment in which they 
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cannot look after themselves, or be looked after, will have had their safety 
and health put at risk. Additionally, an unsafe environment at home 
frequently results in the older patient coming back to hospital. Therefore, 
team decision-making was used as a tool to ensure discharge decisions were 
well-reasoned and safe for older patients and their carers. Here, a doctor 
describes how the decision to discharge the older patient had to be collective 
and mutually agreed upon amongst members of the multidisciplinary team: 
 “ ?ǁŽƌŬŝŶŐŝŶƐƚƌŽŬĞ ?ǇŽƵĐĂŶŶŽƚǁŽƌŬŽŶǇŽƵƌŽǁŶ ?/ŶĞǀĞƌ
make a discharge decision on my own because I see very limited 
aspect of the patient and I always discuss with others before I tell 
the patient they can go home. Because it's quite easy for you to 
ŐŽŽŶĂŵĞĚŝĐĂůǁĂƌĚĂŶĚƐĂǇ ‘ŽŚǇĞĂŚ ?ǇŽƵ ?ƌĞĨŝŶĞ ?ǇŽƵĐĂŶŐŽ
ŚŽŵĞ ? ?ďƵƚƚŚĞŶƌĞĂůŝƐĞŝƚ ?ƐĐŽŵƉůĞƚĞĚŝƐĂƐƚĞƌǁŚĞŶƚŚĞǇŐŽŚŽŵĞ
because the environment is not suitable for them. Whereas when 
/ĚŽƚŚĞǁĂƌĚƌŽƵŶĚ ?/ƚĞůůƚŚĞŵ ? ‘ǁĞůů ?/ƚŚŝŶŬǇŽƵ ?ƌĞŽŬĨƌŽŵŵǇ
ƐŝĚĞ ?ǇŽƵĐĂŶŐŽ ?ďƵƚ/ ?ůůŶĞĞĚƚŽĐŚĞĐŬǁŝƚŚŽƚŚĞƌƐ ? ? ? 
Participant 11, Consultant Doctor 
Working as a team also presented some disadvantages according to a few 
participants. A medical student reported feeling less important when working 
in older patient settings because she believed her lack of experience and 
expertise implied that she did not bring much to the team. She reported 
ĨĞĞůŝŶŐ “bottoŵŽĨƚŚĞƉŝůĞ ?. A doctor explained that in order to work 
successfully, it was important that team members understood their role and 
worked in a timely fashion or else it affected other members of the team: 
 “ ?ďĞĐĂƵƐĞŝƚŝƐƐŽĚĞƉĞŶĚĞŶƚŽŶĚĞĂůŝŶŐǁŝƚŚŵĂŶǇŽƚŚĞƌƉĞŽƉůĞ
and being one cog in a wheel, if somebody is not doing their job 
very well or they're not maybe reacting or you know, you don't 
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really think that they're assessment is a sound assessment then 
ƚŚĂƚĐĂŶďĞǀĞƌǇĨƌƵƐƚƌĂƚŝŶŐ ? ?
Participant 9, Specialist Registrar Doctor 
 
5.3.5.2   The challenge of achieving a timely discharge 
One of the most difficult aspects of older patients ? care and treatment was 
often reported to be achieving a timely discharge of the patient from hospital. 
This theme was frequently mentioned, and when mentioned, the remarks 
were exclusively related to the difficulty and challenge of ensuring timeliness 
of a safe discharge. Participants described the process of discharging an older 
patient to be protracted and difficult. Older patients typically require more 
assistance when they get home from the hospital and sometimes need 
rehabilitation. As a result, the older patient often cannot leave the hospital 
until the medical team is confident that the home care needs of the patient 
will be met, otherwise ƚŚĞƉĂƚŝĞŶƚ ?ƐŚĞĂůƚŚĂŶĚǁĞůůďĞŝŶŐŵĂǇďĞƉƵƚĂƚƌŝƐŬ ?
Rehabilitation needs may involve dealing with occupational therapists, 
physiotherapists, or organising access to a residential care home or an 
intermediate care centre, such as a day hospital. Furthermore, participants 
explained that a safe and good discharge reduces the risk of avoidable 
readmissions of the older patient to the hospital. 
Participants reported that in many cases the older patient would not be 
returning to a fully functional lifestyle and it was important to consider each 
individual case on merit to determine the best way to ensure the discharge is 
safe and that the patient ?Ɛ health and wellbeing is maintained for as long as 
possible. For younger patients, the discharge was described as often routine 
and straightforward. In contrast, older patients discharge was frequently 
complicated due to their complex health needs. Furthermore, the 
consequences of the hospital admission and discharge on the ŽůĚĞƌƉĂƚŝĞŶƚ ?Ɛ 
future health were far more uncertain: 
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 “ŝƐĐŚĂƌŐĞŝƐǀĞƌǇ ?ǀĞƌǇĐŽŵƉůŝĐĂƚĞĚĞƐƉĞĐŝĂůůǇďĞĐĂƵƐĞǁŚĞŶƚŚĞǇ
go home they will not retain the information that they have 
received, their physical abilities may be impaired so they may not 
be able to look after themselves, so their mobility could be 
suspect, they could fall down and do something serious to their 
hip or head or any other part of the body.  They may not be able 
to come out of the flat or the house for fear of falling down, so 
ƚŚĞǇŵĂǇŶĞŐůĞĐƚƚŚĞŵƐĞůǀĞƐ ?ŝƐŶ ?ƚŝƚ ?dŚĞǇŵĂǇŶŽƚĐŽŽŬŽƌĞĂƚ
ĨŽŽĚƚŚĂƚƚŚĞǇƐŚŽƵůĚďĞŐĞƚƚŝŶŐ ? ?
Participant 6, Consultant Doctor 
Due to the complex nature of organising a safe discharge, older patients may 
spend long periods of time in hospital. Participants commonly described the 
wait for a social care package as long and dangerous for the health of the 
older patient. Older patients were described as having weakened immune 
function and prolonged hospital stays put the patient at increased risk of 
illness and infection. However, in order to organise a safe discharge, certain 
processes needed to take place prior to the discharge and these processes 
were often delayed. The contradiction of ensuring future safety at home 
whilst risking the older patient ?s health in the immediate future appeared to 
weigh heavily on many participants and this was commonly reported: 
 “ůŽƚŽĨƉĂƚŝĞŶƚƐǁĂŝƚĨŽƌƐŽĐŝĂůǁŽƌŬ ?ƐŽƚŚĞǇ ?ƌĞƐŝƚƚŝŶŐŽŶƚŚĞ
ǁĂƌĚĐŽŵƉůĞƚĞůǇŚĞĂůƚŚǇ ?ďƵƚƚŚĞƌĞ ?ƐĂůŽƚŽĨŬŝŶĚŽĨ ?ĨĞŶĐĞƐ
ĐƌŽƐƐĞĚďĞĨŽƌĞƚŚĞǇ ?ƌĞĨŝƚƚŽŐŽŽƵƚ ?ďĞĐĂƵƐĞƚŚĞǇŶĞĞĚƚŽďĞƐĂĨĞ
ƐŽƚŚĞƌĞ ?ƐĐĂƌĞƉĂĐŬĂŐĞƐƚŚĂƚŶĞĞĚƐƚŽďĞƚŚĞƌĞ ?ĞƋƵŝƉŵĞŶƚƚŚĂƚ
needs to be there and the care packages just take quite a long 
ƚŝŵĞ ?dŚĞƉĂƚŚǁĂǇƐƚŚĂƚƚŚĞƐŽĐŝĂůǁŽƌŬĞƌƐŚĂǀĞƚŽƚĂŬĞĐĂŶďĞ
ƋƵŝƚĞůŽŶŐ ?ĂŶĚŝƚŝƐƋƵŝƚĞĨƌƵƐƚƌĂƚŝŶŐďĞĐĂƵƐĞǁŚĞŶƉĂƚŝĞŶƚƐĂƌĞ
ŝŶŚŽƐƉŝƚĂů ?ƚŚĞǇ ?ǀĞŐŽƚĂĚĞĐƌĞĂƐĞĚŵŽďŝůŝƚǇ ?ƚŚĞǇ ?ǀĞŐŽƚĂŶ
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ŝŶĐƌĞĂƐĞĚƌŝƐŬŽĨĞǀĞƌǇƚŚŝŶŐ ?ŽĨhd/Ɛ ?ŽĨĨĂůůŝŶŐ ?ƚŚĞǇ ?ƌĞŝŶĂŶ
ĞŶǀŝƌŽŶŵĞŶƚƚŚĞǇ ?ƌĞŶŽƚƐƵƌĞĂďŽƵƚ ?
Participant 15, Junior Doctor 
Some participants reported that they knew of older patients who had waited 
for over a month for a care package to be organised in order for them to be 
discharged. During that time, the older patient had to wait on the wards 
despite the increased risk to their health. One participant described how 
keeping an older patient in hospital may also put their partner at risk if the 
ƉĂƚŝĞŶƚŝƐƚŚĞŝƌƉĂƌƚŶĞƌ ?ƐŵĂŝŶĐĂƌĞƌ P 
 “tĞŚĂǀĞƐŽŵĞďŽĚǇǁŝƚŚĂŶŽůĚĞƌƉĞƌƐŽŶǁŚŽ ?ƐďĞĞŶǁĂŶƚŝŶŐƚŽ
go home for the last four weeks and he should have gone home 
four weeks ago, his wife has some learning disability, he was the 
ŵĂŝŶĐĂƌĞƌĨŽƌŚĞƌ ?ŚĞ ?ƐĂůƐŽŐŽƚŵŝůĚůĞĂƌŶŝŶŐĚŝƐĂďŝůŝƚǇĂŶĚǁĞ ?ǀĞ
ŶŽƚďĞĞŶĂďůĞƚŽĂƌƌĂŶŐĞĂĐĂƌĞƉĂĐŬĂŐĞĨŽƌƚŚĞůĂƐƚĨŽƵƌǁĞĞŬƐ ? ?
Participant 6, Consultant Doctor 
A number of participants also described how waiting for social services to 
take care of their responsibilities in the discharge process was the main factor 
that appeared to delay older patientƐ ? discharge: 
 “ ?At any point we probably have half at least of our patients on 
the [geriatrics] ward that are medically fit and can go, but it is 
just a case of waiting for an assessment for nursing or waiting for 
an assessment for more carers or something and unfortunately 
these things just take a lot of ƚŝŵĞ ? ?
Participant 18, Junior Doctor 
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5.4 Discussion of findings 
The descriptions of attitudes provided in this chapter constitute one of the 
first attempts to investigate the content ŽĨŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂŶĚĚŽĐƚŽƌƐ ?
attitudes toward older patients in UK NHS hospital-based settings. Analyses 
indicated that attitudes toward older patients could be subdivided into two 
groups: (1) mental and physical characteristics of older patients, and (2) older 
ƉĂƚŝĞŶƚƐ ?ŚĞĂůƚŚĐĂƌĞŶĞĞĚƐ ?dŚĞĨŝƌƐƚƚŚĞŵĞ(Section 5.2) was entirely 
composed of cognitive information (e.g. beliefs and stereotypes) on older 
patients, some of which were described in positive terms (such as their 
tendencies to demonstrate gratitude, and their respectful manner) whilst 
some were described in negative terms (such as ŽůĚĞƌƉĂƚŝĞŶƚƐ ?ƚĞŶĚĞŶĐǇ for 
hostile or aggressive behaviour). These are considered to be cognitive 
information because they describe attributes or characteristics that older 
patients are believed to typically possess.  
 
The second theme describing attitudes toward older patients relates to their 
healthcare needs (Section 5.3). The attitudes described in the second theme 
comprised of cognitive information (i.e. beliefs and stereotypes) about older 
ƉĂƚŝĞŶƚƐ ?healthcare needs, and also included behavioural information. 
Examples of the cognitive information included reports that older patients 
commonly presented atypically and nonspecifically, as well as their 
tendencies to have multiple morbidities and be on multiple medications. The 
behavioural information described by participants addressed how they had 
typically behaved in the past with regard to older patients, or thought they 
needed to behave in the future, in order to address ƉĂƚŝĞŶƚƐ ? healthcare 
needs. Examples included the need for clarity and brevity of speech, the need 
to prioritise illnesses in order to deal with older patients ? medical complexity, 
and the necessity of working as a team to achieve a safe discharge.  
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The findings reported in this chapter were elicited through the use of the 
tripartite model of attitude structure (e.g. Rosenberg & Hovland, 1960). 
Specifically, the interview guide, used to elicit the findings described in this 
chapter, was constructed in line with the tripartite model of attitude 
structure. Participants were encouraged to describe cognitive information, 
affective information, and behavioural information relating to older patients 
and their care. It was interesting to note that participants did not tend to 
report affective responses when describing older patients and their 
healthcare needs and the findings consisted of cognitive and behavioural 
information. It is therefore possible that affective information was not salient 
in ƉĂƌƚŝĐŝƉĂŶƚƐ ?attitudes toward older patients and their healthcare needs. 
However, it is also possible that participants were unaware of, or unwilling to, 
report affective information due to biases inherent in direct attitude 
measures (described in Section 2.4.2), such as social desirability biases.  
However, attempts to encourage honesty were made in the design of the 
study, such as making participants aware that their responses were 
confidential and that transcripts would be anonymised. 
 
The findings reported in this chapter clearly indicate that the attitudes toward 
older patients and their needs were highly specific to the medical encounter. 
Participants did not simply describe their beliefs about older people in 
general. Instead participants described how older patients appeared to be, or 
tended to act, in the medical encounter and during their hospital stay. 
Participants rarely drew on examples of older people in general or older 
people in society. The findings presented in this chapter are therefore unique 
in the context of the research that has preceded it. Past research has often 
overlooked the need to elicit attitudes directly from medical students and 
doctors to describe older patients and has typically failed to classify attitudes 
according to the study findings. Instead, some aspects of attitudes have been 
assumed and overlaid onto results, as can be seen with the use of generic 
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questionnaires measuring attitudes toward older people  ?Ğ ?Ő ?<ŽŐĂŶ ?ƐKůĚ
People Scale). As identified in Chapter 3, previous research has sometimes 
assumed that attitudes toward older patients can be measured by 
questionnaires that were developed for measuring attitudes toward, and 
specifically referring to, older people (Kogan, 1961a; Fraboni, Saltstone, & 
Hughes, 1990). The findings presented in this chapter clearly demonstrate 
that the attitudes of medical students and doctors toward older patients 
were often highly specific to the medical status of the older patient, and the 
medical encounter between the doctor or medical student and the older 
patient. The extent that a generic older person questionnaire can capture the 
attitudes identified in this chapter is therefore questionable. The main 
strength of the findings reported in this chapter is that attitudes toward older 
patients were based on descriptions provided by doctors and medical 
students in a NHS hospital trust in the UK. Therefore the attitudes emerged 
from the data, reducing the possibility that the collection method constrained 
responses, as can occur with closed questionnaires. More detailed discussion 
of the overall study, as well as its limitations, are discussed in Section 6.5, 
after the remaining findings of the present study are described. 
 
5.5  Chapter summary 
This chapter presented part one of the findings from the second study of this 
thesis. The findings presented in this chapter had two underlying themes; 
ŵĞŶƚĂůĂŶĚƉŚǇƐŝĐĂůĐŚĂƌĂĐƚĞƌŝƐƚŝĐƐŽĨŽůĚĞƌƉĂƚŝĞŶƚƐ ?ĂŶĚŽůĚĞƌƉĂƚŝĞŶƚƐ ?
healthcare needs. The remaining findings of this study (part two) address 
providing care for older patients as described by doctors and medical 
students. These findings are presented in the next chapter and conclude the 
findings of Study 2.  
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6. STUDY 2: ATTITUDES STUDY FINDINGS 
PART TWO. 
ATTITUDES TOWARD PROVIDING CARE FOR OLDER 
PATIENTS 
 
6.1  Chapter overview 
This chapter includes a description of the themes relating to participants ? 
attitudes toward providing care for older patients, with a focus on the 
facilitators and barriers to providing care within the social and organisational 
environment. Whilst Chapter 5 had a focus on describing older patients and 
their care needs, this chapter details the actual experience of providing that 
care as described by participants. This chapter includes three main themes: (a) 
knowledge and skill development through training (Section 6.2); (b) 
emotional responses to caring for older patients (Section 6.3); and (c) sources 
of satisfaction and dissatisfaction (Section 6.4). Each of these main themes 
includes a number of subthemes. All subthemes are described in this chapter 
and examples from the interview transcripts are provided. The chapter 
concludes with a discussion of the main findings. The strengths and 
limitations of Study 2 are provided in the discussion included in this chapter. 
 
The content of attitudes toward providing care for older patients, organised 
by the themes, subthemes and nodes presented in Table 10, are described in 
this chapter. 
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Table 10.  
Attitudes toward providing care for older patients: Themes, subthemes and nodes 
Theme Subtheme Node 
Knowledge and skill development  Becoming a good doctor to older patients The underrepresentation of older patient care issues in  
   through training 
 
   the traditional medical curricula 
  
Developing compassion and patience 
  Whether dealing with complexity is a teachable skill 
 
 
Learning to hone in on the most important aspects of  
 
 
   illness 
 
 
The changing training focus and performance standards 
   for medics 
 
  The importance of teachers and senior doctors 
Becoming a geriatrician Getting through the geriatrics rotation 
 
 
The unique skillset and expertise of geriatricians and 
   the difficulty of describing it 
 
 
>ĂĐŬŽĨĂƉƉƌĞĐŝĂƚŝŽŶĨŽƌŐĞƌŝĂƚƌŝĐŝĂŶƐ ?ĞǆƉĞƌƚŝƐĞ 
 
 
Historically unpopular and uncompetitive specialty 
 
 
Lack of future earning potential 
 
  Unexciting and slow-paced work 
Emotional responses to caring for  Fear and anxiety Not doing enough or knowing enough 
   older patients   Anxiety about interacting with patients 
 
Sadness and compassion Experiencing patient deterioration and death 
  
Witnessing patient loneliness 
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   Thinking about the person behind the illness 
Sources of satisfaction and  An imperfect system for older patients Underserving older people  
   dissatisfaction 
 
Exclusion in policy and research 
  
The extended wait for discharge 
 
Staffing levels 
 
 
Bed pressures 
   Time and efficiency pressures 
 Dealing with a highly complex patient Dealing with communication difficulties 
 
   group Perceived mismanagement of care 
  
Less opportunity to cure patients 
 
Intellectual challenge 
 
 
Variety of work 
   Working as a team 
 Improving the patients quality of life Getting the patient out of hospital safely 
 
 
Supporting the patient and their family 
  
Providing a good death 
   Social justice 
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6.2  Knowledge and skill development through training 
This theme consisted of two subthemes: (a) becoming a good doctor to older 
patients, and (b) becoming a geriatrician. Both subthemes concerned 
education and skill development factors that helped or hindered participants 
in providing care for older patients. However, the first subtheme described 
these factors as they related to older patients throughout the hospital. The 
second subtheme described knowledge and skill development, specifically 
related to the geriatrics settings and treating the geriatric patient. Doctors 
training in, or trained in, geriatrics, described a different social and 
organisational environment with regard to knowledge and skill development 
and therefore different subthemes and nodes emerged. The nodes described 
in these two subthemes mainly consisted of cognitive information and 
behavioural information. 
 
6.2.1  Becoming a good doctor to older patients 
6.2.1.1   The underrepresentation of older patient care issues in the 
traditional medical curricula 
Participants reported that their medical education had failed to provide them 
with realistic information about the expected proportions of older patients in 
hospital settings. All participants, regardless of speciality background and 
level of training, estimated more than 50 per cent of their patient load 
comprised of patients over the age of 65 years. A few medical students, and 
doctors who had recently qualified, reported that it was through practical 
experience on the wards that they had realised that the majority of hospital 
patients they would treat would be older patients: 
 “/ƚŚŝŶŬŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ, and I would be including [myself] way 
ďĂĐŬǁŚĞŶ ? will not have an appreciation for how many older 
people are in hospital and ? if you remain in hospital or even if 
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you become a GP ? how much of your workload or your day to 
day job will be around caring for older people. ?  
Participant 9, Specialist Registrar Doctor 
Across participants, there were general reports that medical school had failed 
to prepare them for the reality of caring for older patients. Many doctors 
described the problems of not focusing on older patient health issues in the 
medical school curriculum, to the level and extent that is required in order to 
be an effective doctor later on ŝŶŽŶĞ ?Ɛ career. These participants expressed 
the belief that the prevailing medical curriculum encourages medical students 
and junior doctors to see and expect that patients will have a single illness, 
which may be cured entirely, and that this is often not true in the case of 
older patients: 
 “WĞŽƉůĞĂƌĞǁĂŶƚŝŶŐƚŽŚĂǀĞƚŚŝƐƐŽƌƚŽĨƌĂƚŚĞƌsŝĐƚŽƌŝĂŶŵĞĚŝĐĂů
ŵŽĚĞůŽĨŝŶƚĞƌǀĞŶŝŶŐĂŶĚĐƵƌŝŶŐĂŶĚƐĂǇŝŶŐŐŽŽĚďǇĞ ? ?
Participant 4, Consultant Doctor 
dŚĞƉƌŽďůĞŵǁŝƚŚƚŚŝƐǀŝĞǁ ?Žƌ “ŵĞĚŝĐĂůŵŽĚĞůŽĨŝůůŶĞƐƐ ? as it was referred to 
in some interviews, was that the reality of hospital medicine did not fit this 
model. In practice, the majority of patients are older than 65 years and many 
have complex and concurrent illnesses or chronic conditions, of which some 
illnesses may be incurable. One participant, a consultant in respiratory 
medicine, estimated that 90 per cent of his patients were over the age of 65 
years.  This participant went on to explain that high numbers of older patients 
with chronic conditions affects all medical specialities. However, he believed 
that this was not reflected in the curricula at medical school, and he 
described how the chrŽŶŝĐŝƚǇŽĨŽůĚĞƌƉĂƚŝĞŶƚƐ ? illnesses was not taught or 
received well in medical school education and training: 
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 “/ƚ ?ƐĂŶissue of disproportion.  The sorts of problems they will 
meet in medical practice both in hospitals and in I think the 
community have a far greater element of older peoples and 
chronic disability work in them than most people anticipate.  
Actually that goes in quite a lot of specialties. So it's actually the 
same problem that I'm dealing with a lot of the time.  If you do 
rheumatology it's not all fancy immunology, it ?s people who are 
horribly disabled with their rheumatoid arthritis.  And the same 
with lung disease, the same with heart disease and I don't think 
most people who go into medicine have that view.  But that's the 
ƌĞĂůŝƚǇ ? ? 
Participant 4, Consultant Doctor 
 
6.2.1.2   Developing compassion and patience 
This theme was described almost exclusively by doctors, from junior to 
consultant level, presumably because it involved greater time and experience 
with older patients. Despite the fact that the cross-section of doctor 
participants came from different specialties and had different years of 
experience, they all treated older patients to some degree. Participants 
typically reported that the more time they spent caring for older patients, the 
more patient they became with them. Patience was reported as a skill 
doctors need to exhibit when dealing with older patients because these 
patients may be slower in their communication or be forgetful. In fact, a few 
participants reported an experience in which they tried to rush an older 
patient due to time pressures, and this only served to make things worse by 
distressing or irritating the patient or their relatives. Developing patience and 
compassion, two separate skills, were often mentioned together and went 
hand-in-hand: 
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 “/ƚŚŝŶŬǇŽƵĨĞĞůůŝŬĞǇŽƵ ?ǀĞŐŽƚŵŽƌĞƚŝŵĞĨŽƌƉĂƚŝĞŶƚƐĞǀĞŶ
though you might not, but the time you spend is more of a quality 
ƚŝŵĞƉŝĐŬŝŶŐƵƉŽŶƚŚĞďŝƚƐƚŚĂƚǇŽƵŶĞĞĚƚŽĂŶĚ/ĨĞĞů/ ?ŵĂďŝƚ
ŵŽƌĞƐǇŵƉĂƚŚĞƚŝĐďĞĐĂƵƐĞŝƚ ?ƐŵǇũŽďƚŽŬŝŶĚof sort people out. ? 
Participant 7, Trainee Specialist Doctor 
A few participants described feeling more compassionate after their training 
as a junior doctor. During the training, the emphasis seemed to be on the 
ability to be efficient and progress through the various stages of training with 
evidence of competence. Upon completion of the medical school and junior 
training years, a number of doctors reported a change in their reaction to, 
and empathy for, older patients. There appeared to be a movement away 
from seeing the older patient as a number of medical illnesses or diagnoses 
that needed to be treated to allow for their discharge, and toward seeing the 
older patient as a person. One participant had identified a change in her level 
of compassion for older patients with more experience, but she did not know 
why this change had occurred. 
Seeing the patient as a person and thinking about their feelings, their history 
and their family, was mostly mentioned by doctors and rarely described by 
medical students. One participant, a doctor specialising in geriatrics, 
described an incident in which a medical student training under her 
supervision needed prompting to think of an older patient as a person. The 
participant described a situation in which an older patient required a PEG 
tube to be fed intravenously. The medical student had to describe the ethical 
complications of this medical care decision as part of their coursework, but 
approached the participant for help because she could not think of any 
ethical issues.  The doctor described trying to make the medical student see 
the patient as a person with the right to choose care rather than a diagnosis 
that needed to be treated: 
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 “/ƚŚŝŶŬŝƚ ?ƐũƵƐƚƚŚĞǁĂǇƚŚĂƚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐƚŚŝŶŬ ?KŶĞŽĨƚŚĞ
students ƐĂŝĚƚŽŵĞůĂƐƚǁĞĞŬ ?ƐŚĞƐĂŝĚ ‘ŽŚ/ ?ǀĞďĞĞŶŐŝǀĞŶƚŚŝƐ
chap who ?ƐũƵƐƚĐĂŵĞƚŽŚŽƐƉŝƚĂůĂŶĚŚĞ ?ƐŚĂĚĂW'ƉƵƚŝŶĂŶĚ/
ĚŽŶ ?ƚ ƌĞĂůůǇŬŶŽǁǁŚĂƚƚŽǁƌŝƚĞĂďŽƵƚ ? ? ĂŶĚ/ǁĂƐůŝŬĞ ‘well what 
are the ethical considerations that you would want to consider? 
WŚĂƚ ?ƐŚŝƐĚŝƐĞĂƐĞƉƌŽĐĞƐƐƚŚĂƚ ?ƐůĞĚƚŽŚŝŵŶŽƚďĞŝŶŐ able to eat? 
What problems is this process going to have functionally and on 
falling and on continence? And did he have capacity? Who 
decided he should have a PEG tube and what problems has he 
ŶŽǁŐŽƚŶŽǁŚĞ ?ƐŝŶŚŽƐƉŝƚĂů ? ?^ŚĞǁĂƐůŝŬĞ ‘oh GŽĚ ?ŚĂĚŶ ?ƚƌĞĂůůǇ
thought of ƚŚĂƚ ? ? ĂŶĚĂĨƚĞƌƚŚĂƚŚĞƌĨĂĐĞůŝƚƵƉĂŶĚŽĨĨƐŚĞǁĞŶƚ ? ?
Participant 7, Trainee Specialist Doctor 
 
6.2.1.3   Whether dealing with complexity is a teachable skill 
A few participants, mostly consultant doctors, explained how they believed 
the skills needed to treat older patients effectively, cannot be taught. These 
participants described the complexity that doctors have to deal with, when 
treating older patients, and generally defined this complexity as including the 
effects of multiple morbidities and multiple medications, communication 
difficulties, and having limited time. One of the participants claimed that 
ĚĞĂůŝŶŐǁŝƚŚƚŚĞƐĞĐŽŵƉůĞǆƉƌŽďůĞŵƐƌĞƋƵŝƌĞƐ “ŽŶƚŚĞũŽďƚƌĂŝŶŝŶŐ ? ? 
Another participant expressed the belief that medical school education 
cannot, in principle, prepare individuals to be good doctors to older patients. 
More specifically, this participant claimed that medical education only taught 
students typical prototypes of illness which are very much theoretical.  In 
actual practice, older patients present atypically or unusually because of the 
complicated interaction of factors affecting symptoms, such as the type and 
severity of their illness, their medication status, and their biological and 
functional age. There are also possible complications and challenges arising 
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from the social and communication difficulties that can affect most aspects of 
history-taking and treatment decision-making with older patients. Therefore, 
this participant expressed the belief that only practical experience as a doctor 
to older patients can prepare or equip doctors with the skills needed to 
effectively and successfully treat this patient group. Essentially, consultant 
doctors who predominantly worked with older patients, tended to agree that 
it was practical experience with older patients which best taught doctors how 
to deal with complex problems. Specifically, these complex problems 
included atypical prototypes of illness and uncertainty in decision-making, 
which are more common in reality but rare in medical textbooks: 
 “thatever you read in the books got nothing to do with what you 
see in the patient. Books are very good and are there very clearly 
black and white whereas it's almost all of them [older patients] 
are shades of grey.. ? ?
Participant 11, Consultant Doctor 
The idea that dealing with complexity was learnt on the job, rather than 
during medical education, appeared to be a common belief of the more 
experienced doctors. When explaining why she took this view, one 
participant stated that as a doctor, unlike as a medical student, problem-
ƐŽůǀŝŶŐŝƐĂŶŝŵƉŽƌƚĂŶƚƉĂƌƚŽĨƚŚĞũŽďĂŶĚ “ƚŚĞƌĞŝƐŶ ?ƚĂŶŽƉƚŝŽŶƚŽŐŝǀĞƵƉ
ĂŶĚŐŽĂŶĚĂƐŬƐŽŵĞŽŶĞĞůƐĞ ?. She implied that the development of this 
skillset depended on the autonomy and sense of urgency that comes with the 
job of being a doctor. Another consultant doctor similarly reported that a 
good doctor is created from reflection on practical day-to-day problems and 
extending ŽŶĞ ?ƐƚŚĞŽƌĞƚŝĐĂůŵĞĚŝĐĂůŬŶŽǁůĞĚŐĞƚŚƌŽƵŐŚĂĚĂƉƚŝŽŶĂŶĚĐŚĂŶŐĞ ?
in line with real-world presentations of health and illness: 
 “^Ž/ƚŚŝŶŬŝƚ ?ƐƚŚĞŬŶŽǁůĞĚŐĞďĂƐĞƚŚĂƚƚŚĞǇŚĂǀĞĂŶĚƚŚĞŶŝƚ ?Ɛ
ƚŚĞƚƌĂŝŶŝŶŐĂŶĚƚŚĞĞǆƉĞƌŝĞŶĐĞǁŚĞƌĞƚŚĞǇ ?ƌĞĂďůĞƚŽĂĐƚƵĂůůǇ
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rĞĨůĞĐƚŽŶǁŚĂƚƚŚĞǇ ?ǀĞůĞĂƌŶƚƵƐŝŶŐƚŚĞƉƌĂĐƚŝĐĂůƉƌŽďůĞŵƐ ? And 
ƐŽŝƚ ?ƐƚŚĂƚůŝƚĞƌĂůĨůŝŐŚƚ ?ĂĚĂƉƚ ?ĐŚĂŶŐĞƚŚĂƚŐĞƚƐďĞƚƚĞƌŽǀĞƌƚŝŵĞ
ǁŝƚŚĞǆƉĞƌŝĞŶĐĞĂŶĚŽŶůǇƚŝŵĞĐĂŶĚŽƚŚĂƚ ?/ĚŽŶ ?ƚƚŚŝŶŬ ?ĂŶǇ
amount of time spent in medical college or medical school is 
ŐŽŝŶŐƚŽŐŝǀĞǇŽƵƚŚĂƚĞǆƉĞƌƚŝƐĞ ? ?
Participant 12, Consultant Doctor 
In contrast, one consultant doctor claimed that teaching medical students 
and junior doctors how to deal with the complexity often seen in cases 
involving older patients is possible, but was not taught well at present. This 
participant explained how he considered dealing with complexity to be a 
specific skillset which could be taught by the right educators. He also 
explained that the doctors competent in dealing with complexity, especially 
geriatricians, use deductive reasoning to determine their actions regarding 
older patient care, and they need to teach students and doctors how they do 
this. Essentially they would have to communicate the steps they take and 
illustrate the logic that underpins their decision-making in older patient care 
decisions: 
 “ ? the very best geriatricians, the very best trainers, will teach me 
ŚŽǁƚŽĂƐƐĞƐƐƐŽŵĞŽŶĞǁŚŽ ?ƐŽĨĨůĞŐs or how to assess someone 
ǁŝƚŚǀŝƐƵĂůŝŵƉĂŝƌŵĞŶƚ ?dŚĞǇ ?ƌĞskills that can be learnt.  There 
are problems that you can have a deductive reasoning to work 
out.  But that deductive reasoning is not taught that well in 
ŵĞĚŝĐĂůƐĐŚŽŽůƐ ? ? 
Participant 21, Consultant Doctor 
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6.2.1.4   Learning to hone in on the most important aspects of illness 
A few doctors reported that with experience, they have gained greater ability 
and confidence in determining what to treat and what not to treat with 
regard to older patients. Typically, older patients have more concurrent 
illnesses than younger patients and the determination of which symptoms 
and illnesses need to be prioritised was deemed to be a crucial part of their 
effective treatment:  
 “ ? ǁŝƚŚĞǆƉĞƌŝĞŶĐĞǇŽƵ ?ůůƉƌŽďĂďůǇůĞĂƌŶ ? where [to] prevent, 
where you need to palliate, where you just have to say you know 
ǇŽƵƌŚĂŶĚƐĂƌĞƚŝĞĚĂŶĚǇŽƵĐĂŶ ?ƚĚŽĂŶǇƚŚŝŶŐ ? 
Participant 12, Consultant Doctor 
Another participant explained that with experience, she learnt to see how the 
issues affecting the older patient ?s health were interlinked and how social and 
psychological issues can affect the medical health of the older patient. By 
seeing these relationships, this participant explained that she could deal with 
the root cause of the hospital admission rather than dealing with the medical 
symptoms which had resulted in the hospital admission: 
 “I think the more senior you become you go,  ‘well actually this 
medical problem isn't new or different, the actual problem is that 
they need an extra hour of home help at home. ?  ?I think you just 
get better at working out what the issue is rather than investing 
all this energy and stress into the medical stuff.  I think you 
become more aware of everything else that could be interplaying 
ƚŽŐĞƚƚŚĞŵŚĞƌĞ ? ?
Participant 9, Specialist Registrar Doctor 
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6.2.1.5   The changing training focus and performance standards for medics 
The training focus for medical students and doctors was mentioned by a 
range of participants. Doctors in more senior grades described positive and 
negative aspects of current training standards. Training in patient-centred 
care and communication skills with patients of all ages had improved over the 
years which participants credited to the increased emphasis on doctor-
patient communication (for all patients). One participant explained that the 
pressure on doctors to decide their specialty choice very soon after 
completing medical school was a bad influence on ƚŚĞŝŶĚŝǀŝĚƵĂů ?Ɛ education 
and learning. He expressed the belief that medical school education should 
be about learning medical and clinical sciences, rather than deciding which 
specialty to work in as a future career.  
Similarly, two other doctors of senior grades also stated that the current 
training standards did result in a narrower breadth of medical knowledge. 
These two participants also attributed this to the relatively recent 
requirements to specialise or decide a specialty as soon as possible. Both of 
these participants also described their own experiences of having tried and 
considered a few specialties, before committing to the specialty that they 
eventually became a consultant practitioner in. They both described their 
experiences as useful and positive and that it was unfortunate that in recent 
years, medical students and junior doctors do not have such an opportunity 
to broaden their perspectives and further their medical knowledge in the 
same way. For example: 
 “/ƚŚŝŶŬƚŚĂƚ ?ƐĂƐŚĂŵĞďĞĐĂƵƐĞ/ǁĂƐǀĞƌǇůƵĐŬǇ ? Not only did I 
do six or seven different medical specialties but I spent six months 
doing anaesthesia, which really broadened my horizons in terms 
of my medical skills, knowledge and outlook on life.  And they 
ŚĂǀĞŶ ?ƚŐŽƚƚŚĂƚĂďŝůŝƚǇƚŽĚŽŝƚĂŶǇŵŽƌĞ ?dŚĞǇĐĂŶ ?ƚĚŝǀĞŝŶĂŶĚ
ŽƵƚŽĨƐƉĞĐŝĂůŝƚŝĞƐ ? ?
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Participant 21, Consultant Doctor 
One medical student explained that she felt pressured to know what specialty 
she wanted to work in which contrasted with the training her parents, who 
were both doctors, had received. As a result, she felt this had implications on 
her medical knowledge and clinical skills: 
 “/ŬŶŽǁǁŝƚŚŵǇƉĂƌĞŶƚƐ ?ǁŚĞŶƚŚĞǇǁĞƌĞƚƌĂŝŶŝŶŐ ?ƚŚĞǇŐŽƚĂůŽƚ
more hands on time, and they needed that to become better 
ĚŽĐƚŽƌƐ ?ƵƚďĞĐĂƵƐĞǁĞ ?ǀĞŐŽƚ ?ůike, the European Time Directive 
now, we can only work a certain number of hours a week ?and as 
ƚŚĞǇ ?ƌĞ ? ?ĂƐŬŝŶŐƵƐƚŽƐƉĞĐŝĂůŝƐĞĞĂƌůŝĞƌ ?ŝƚ ?ƐůĞĂǀŝŶŐƵƐǁŝƚŚĂǀĞƌǇ
limited knowledge of a person or a patient or problems, and 
things like that. So, if you did go into something like health care of 
the elderly, say, then you might not have much of, as much a 
broad knowledge, as someone else that trained, you know, 20 
years ago ? 
Participant 14, Medical student 
 
6.2.1.6   The importance of teachers and senior doctors 
There was a tendency for participants, regardless of seniority or specialty, to 
describe the influence senior doctors and consultants had on them when 
participants were medical students or junior doctors. In most cases, 
participants who had chosen to specialise in geriatrics claimed that they were 
influenced by an inspirational teacher or role model who had been involved 
in their medical school education or junior doctor training. For example: 
 “/ǁŽƌŬĞĚĨŽƌŽŶƐƵůƚĂŶƚƐǁŚŽǁĞƌĞǀĞƌǇƚŚŽƵŐŚƚĨƵů ?ǀĞƌǇ
methodical, very intellectual, clearly cared a lot about their 
patients and clearly found them intellectually challenging but also 
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emotionally rewarding to work with.  And it was impossible in 
that context not to get swept up in the excitement and the 
enthusiasm and the brilliance of what geriatric medicine was able 
to deliver to these patients. ? 
Participant 22, Consultant Doctor 
Two participants, consultant doctors from different specialities, explained 
that role models or inspirational teachers are very important to junior doctors. 
They reported that the ability to deliver good care is learnt from watching 
senior doctors. Both of these participants claimed that they could identify 
parts of their current practice that they had picked up from inspirational 
teachers during their medical school and junior doctor training. The long-
lasting effect of role models and inspirational teachers was reported across a 
variety of participants, with a number describing the importance of role 
models in determining future career specialty. A number of medical students 
reported being undecided about whether they wanted to specialise in surgery 
or medicine. There were some reports that these future career choices were 
directly affected by the amount of interest or enthusiam other doctors 
expressed in them.  
Specifically, inspirational teachers were described as the doctors who were 
passionate about the speciality, kind and sensitive toward the patients, 
clinically knowledgeable, and had values that the participant shared. Across 
the different medical specialities, participants commonly reported being 
interested in a particular specialty, but changing their mind after some 
experience in that field because they did not identify a suitable role model. 
This did not appear to be specific to older patient care, but generic to 
choosing a future specialty: 
 “ ?what you are looking for is a role model of someone who 
wants what you want out of life and has found it in that 
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profession, and thĞƌĞĨŽƌĞ ?ǇŽƵĐĂŶƐĞĞŝƚ ?ƐƉŽƐƐŝďůĞ ?dŚĂƚ ?ƐǁŚĂƚ/
was looking for with oncology and I ĚŝĚŶ ?ƚĨŝŶĚĂĨĞŵĂůĞ
oncologist that fitted that and was that role model for me. So I 
ƚŚŝŶŬƚŚĂƚƉƌŽďĂďůǇǁĂƐƋƵŝƚĞĂďŝƚĐŽŶƚƌŝďƵƚŽƌƚŽǁŚǇ/ĚŝĚŶ ?ƚ
ǁĂŶƚƚŽĚŽŝƚ ? ? 
Participant 19, Junior Doctor 
One consultant doctor reported changing this future specialty choice after 
not getting along with a senior doctor, further emphasising the importance of 
senior influence. In short, the power of role models and inspirational teachers 
was well summed up by a consultant doctor when he was describing why he 
changed his specialty choice after experience in that particular specialty: 
 “ŶĚĞǀĞŶǁŚĞŶǇŽƵ ?ƌĞĂĚŽĐƚŽƌŝŶƚƌĂŝŶŝŶŐ ?ǇŽƵƌĐŽŶsultant and 
your registrars are, ƚŚĞǇ ?ƌĞƌŽůĞŵŽĚĞůƐ ? dŚĞǇ ?ƌĞǁŚŽǇŽƵǁĂŶƚƚŽ
ďĞŝŶĂŶŽƚŚĞƌ ? ?Žƌ ? ?ǇĞĂƌƐ ? ? 
Participant 22, Consultant Doctor 
Another participant, a medical student, described her difficulty in finding a 
suitable role model. She explained that she did not like the personality and 
communication style of the female consultants, especially female surgeons: 
 “/ƚŚŝŶŬƚŚĞƌĞ ?ƐƐŽŵĞ ?complex there about them, they have to 
be ? three, four times better than their male counterparts to 
actually get noticed. So, they become quite blunt and cut-ƚŚƌŽĂƚ ?
dŚĞǇ ?ƌĞǀĞƌǇƐƵƌĞŽĨƚŚĞŵƐĞůǀĞƐ ?ǀĞƌǇĐŽŶĨŝĚĞŶƚ ?ďƵƚƚŚĞǇĚŽ
belittle people ? ?
Participant 14, Medical student 
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6.2.2  Becoming a geriatrician 
6.2.2.1   Getting through the geriatrics rotation 
Many participants had completed a rotation in geriatrics as part of their 
medical school or junior doctor training. A few medical student participants 
reported that they had been dreading the geriatrics rotation because they 
expected it to be difficult and demanding, mainly due to the complexity of 
older patiĞŶƚƐ ?ŵĞĚŝĐĂůĐŽŶĚŝƚŝŽŶƐĂƐǁĞůůĂƐƚŚĞĐŚĂůůĞŶŐĞƐĂƐƐŽĐŝĂƚĞĚǁŝƚŚ
communicating with this patient group. The negative media attention that 
plagues older patient care in NHS hospital settings was also mentioned as a 
reason as to why a medical student was not looking forward to her geriatrics 
rotation. Participants described having preconceptions that working on a 
geriatrics ward with very old and frail patients was going to be unappealing: 
ƐĂŵĞĚŝĐĂůƐƚƵĚĞŶƚǇŽƵŐŽ “ŽŚ'ŽĚ ?ŚĞĂůƚŚĐĂƌĞŽĨƚŚĞĞůĚĞƌůǇ
it's smelly, it's difficult, there's lots of stuff going on, it's boring. ? 
Participant 3, Medical student 
Some participants did report feeling very unhappy during their geriatrics 
rotation. One senior geriatrician explained how he was almost put off the 
whole speciality based on his experience as a junior doctor: 
 “/ŶƚĞƌĞƐƚŝŶŐůǇ ?ŝĨǇŽƵ ?ĚĂƐŬĞĚŵĞĂƐĂƐĞĐŽŶĚǇĞĂƌ^,K[Senior 
House Officer, i.e. junior doctor] whether I wanted to be a 
ŐĞƌŝĂƚƌŝĐŝĂŶ/ǁŽƵůĚ ?ǀĞƐĂŝĚ/ǁŽƵůĚƉƌŽďĂďůǇŚĂǀĞƌĂƚŚĞƌůĞĨƚ
medicine than be a geriatrician.  I had a very negative experience 
of it as a medical student, when I was asked to do geriatrics as 
part of my SHO rotation, I threatened to leave the training 
rotation I was on and resign my post and my training program 
director essentially bullied me into doing geriatrics ? ?
Participant 22, Consultant Doctor 
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It appears that negative experiences of working with older patients tended to 
concern the work environment, colleagues, and the quality of training, rather 
than relating to the older patients themselves. One participant, expressing 
dissatisfaction about her practical experience during her medical school 
course, blamed the design of the training and the way in which there was 
little hands-on training. As a result, when she worked as a junior doctor with 
older patients, she felt she had been inadequately prepared and struggled in 
the role: 
 “ ? ǇŽƵ ?ƌĞƉĞƚƌŝĨŝĞĚďĞĐĂƵƐĞǇŽƵŚĂǀĞŶ ?ƚƐĞĞŶƚŚŝƐĨŽƌŵ ?/ĚŝĚŶ ?ƚ
ĞǀĞŶŬŶŽǁŚŽǁƚŽĚŽƐĞǁĂƌĨĂƌŝŶďĞĐĂƵƐĞĂŶĚƐŽďĞĐĂƵƐĞ/ ?Ě
never seen a Warfarin dosing ĐŚĂƌƚ ? ƚŚĞǇ ?re [medical students] 
coming for ǁĂƌĚƌŽƵŶĚƐ ?ďƵƚƚŚĞǇĚŽŶ ?ƚŬŶŽǁƚŚĞƉĂƚŝĞŶƚƐ ?ƐŽŝƚ ?Ɛ
ũƵƐƚĐŽŵƉůĞƚĞůǇƉŽŝŶƚůĞƐƐ ?/ƚ ?ƐũƵƐƚĂůŽĂĚŽĨƉĞŽƉůĞƚĂůŬŝŶŐĂďŽƵƚ
ƚŚŝŶŐƐƚŚĂƚƚŚĞǇĚŽŶ ?ƚƵŶĚĞƌƐƚĂŶĚ ? ?  
Participant 15, Junior Doctor 
Two participants described their recollection of doing the coursework 
required for the geriatrics rotation at medical school, which was their main 
ĨŽĐƵƐ ?KŶĞƌĞĐĂůůĞĚƚŚŝŶŬŝŶŐŚĞŵƵƐƚ “ũƵƐƚŐĞƚƚŚƌŽƵŐŚŝƚ ? ?Neither participant 
could recall experiencing much ward-based practical tasks: 
 “/ƌĞŵĞŵďĞƌŵǇŚĞĂůƚŚĐĂƌĞŝŶƚŚĞĞůĚĞƌůǇĂƚƚĂĐŚŵĞŶƚ[i.e. 
geriatrics rotation] waƐƚŚƌĞĞǁĞĞŬƐĂŶĚǇŽƵŚĂĚƚŽĚŽ ?a project 
on two cases and I very rarely got involved in the other stuff that 
ǁĂƐŐŽŝŶŐŽŶŝŶƚŚĞǁĂƌĚďĞĐĂƵƐĞǇŽƵƚŚŝŶŬ ‘ƌŝŐŚƚŝŶŽƌder to pass 
ƚŚŝƐ/ ?ǀĞŐŽƚƚŽĚŽĂďƌŝůůŝĂŶƚĐĂƐĞƉƌĞƐĞŶƚĂƚŝŽŶ ?ůĞƚ ?ƐĚŽƚŚĂƚ ?ĂŶĚ/
ĚŽŶ ?ƚƌĞĂůůǇĨĞĞů/ ?ǀĞŐŽƚŵƵĐŚŽƵƚŽĨŝƚŝŶƚĞƌŵƐŽĨƚŚĞƌůĞĂƌŶŝŶŐ
ĂŶĚŽƚŚĞƌĞǆƉĞƌŝĞŶĐĞƐ ? ?
Participant 7, Trainee Specialist Doctor 
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Generally, the reactions to the practical experience were mixed, with some 
reports of learning quickly and developing clinical skills and this contrasted 
with those who found it difficult, pressured and had no intention to work in 
the specialty again. Not one medical student or junior doctor participant 
reported an interest in specialising in geriatric medicine as a future career. 
Senior participants commented that whilst trainees may find geriatric 
medicine to be better than they might have conceived it to be prior to the 
experience, the short rotations in medical school were simply not enough 
time for medical students to develop an interest in geriatrics. This is due to 
the demands and pressures that they will suddenly be faced with in the 
speciality. A few participants claimed that learning to enjoy this speciality and 
overcoming some of the pre-existing negative attitudes associated with it, 
may take longer and require more practical experience than other specialities.  
 
6.2.2.2   The unique skillset and expertise of geriatricians and the difficulty of 
describing it 
Participants, both in and out of the geriatrics specialty, had great difficulty 
describing the skills and expertise of geriatricians. The skills needed to deal 
with older patients, and the typical illnesses that they present with, were 
described as abstract and subtle skills which are not immediately obvious to 
more junior medical staff, such as medical students and junior doctors. One 
participant explained that these skills are often difficult to physically see in 
action, difficult to teach and, as a result, difficult to appreciate by those 
outside the specialty. A few of those specialised in geriatric medicine 
explained that even the geriatricians themselves have difficulty in describing 
their job and skills to others: 
 “But I think geriatricians have great difficulty in describing what it 
is exactly that they do.  But there is an increasing recognition that 
there is something that we do that is specifically related to the 
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care of older people that seems to work and improve their care.  I 
think if we can't define it I think it's very difficult to expect other 
people to understand it. ? 
Participant 9, Specialist Registrar Doctor 
The participant quoted above also went on to explain that other specialties 
have the benefit of having a bodily organ which they are the expert on, as 
well as a range of interventions which they commonly conduct. Therefore, 
many of their skills and expertise can be seen or witnessed. Geriatricians, 
however, have a specific skillset unique to them which less often involves 
physical interventions and acute emergencies and is therefore seen as more 
abstract. 
A consultant Geriatrician remarked that some of the confusion surrounding 
their job role ŵĂǇďĞƌĞůĂƚĞĚƚŽƚŚĞŝƌƐƉĞĐŝĂůƚǇŶĂŵĞ ‘ŐĞƌŝĂƚƌŝĐƐ ?ďĞŝŶŐ
somewhat of a misnomer. He explained that  ‘geriatrics ? or  ‘elderly care ? 
implies that specialists in this field are better equipped to deal with older 
patients. However, being older is simply a matter of chronological age and it 
is not chronological age which is relevant to their speciality, but frailty and 
multiple morbidities. As such, chronological age is used as a proxy for 
complex care needs, but it serves to confuse others: 
  “/ƚĞŶĚƚŽƚŚŝŶŬŽĨŵǇƐĞůĨŶŽƚƐŽŵƵĐŚĂƐĂŶĞǆƉĞƌƚŝŶŽůĚĞƌ
patients per se, in that old age just reflects a chronological 
ŶƵŵďĞƌŽĨǇĞĂƌƐŽŶƚŚŝƐƉůĂŶĞƚ ?ƚŚĞƌĞ ?ƐŶŽƌĞĂƐŽŶƌĞĂůůǇƚŚĂƚ/
ƐŚŽƵůĚďĞĂŶǇŵŽƌĞĞǆƉĞƌƚĚĞĂůŝŶŐǁŝƚŚƐŽŵĞŽŶĞƚŚĂƚ ?ƐďĞĞŶ on 
ƚŚŝƐƉůĂŶĞƚĨŽƌ ? ?ǇĞĂƌƐĂŶĚƐŽŵĞŽŶĞǁŚŽ ?ƐďĞĞŶŽŶƚŚŝƐƉůĂŶĞƚ
ĨŽƌ ? ? ?Ƶƚŝƚ ?ƐŵŽƌĞƚŽĚŽǁŝƚŚĨƌĂŝůƚǇƐŽ/ǁŽƵůĚƐĂǇƚŚĂƚ
ŐĞƌŝĂƚƌŝĐƐŝŶůŽƚƐŽĨǁĂǇƐĂƌĞŵŝƐŶŽŵĞƌ ?ĂŶĚƚŚĂƚǁŚĂƚǁĞ ?ƌĞ
really experts in is not age but experts on frailty, or experts in 
comorbidity or experts in comorbidity plus frailty and it just so 
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happens that the incidents of frailty comorbidity increases as the 
patients happen to get older.  So age to me is in many ways an 
ŝƌƌĞůĞǀĂŶĐĞ ? ?
Participant 22, Consultant Doctor 
Multiple participants pointed out that geriatricians do have specialist 
knowledge, despite the stereotype that they are general physicians based in 
hospital settings. Their specialist knowledge was described as relating to the 
ageing process, comorbidities and multiple morbidities, communication, and 
issues of consent. One participant explained that those specialised in 
geriatrics have enough knowledge and expertise to confidently move away 
from traditional guidelines in treating older patients and that this is where 
their knowledge and skills lay. Typically, the general guidelines for the 
treatment of illnesses tend to assume that patients have one illness. As a 
result, recommended treatment for the illness, such as a specific drug regime, 
is made under this assumption. In contrast, older patients often have 
complex medical and drug histories and therefore the application of the 
general guidelines, which have been developed under the assumption that a 
patient has one underlying acute illness, may actually prove detrimental to 
the older patient. Therefore, the geriatrician uses their expertise to recognise 
and treat a complex picture of multiple simultaneous illnesses, and identify 
the safest course of treatment on a case-by-case basis. 
A few geriatricians believed that their own skillset primarily included being 
able to manage uncertainty and hold different viewpoints simultaneously. 
These participants explained that care and treatment decisions in geriatrics 
are often not straightforward, and the results of treatment decisions may be 
uncertain or unpredictable. Consequently, the geriatrician has to keep in 
mind all the options and deduce which is the most appropriate one, and 
remain aware that any decisions or treatment strategies may need to be 
adjusted or abandoned. When one option or decision is unsuccessful, the 
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geriatrician must have a contingency plan. These examples highlight the 
management of uncertainty that can arise at every stage of the care and 
treatment provided by geriatricians.  
Geriatricians appear to have unique knowledge regarding the ageing process 
and the management of complex comorbidities. When describing the unique 
expertise of the geriatrician, however, a number of geriatricians described 
their skillset rather than their knowledge base. These included descriptions of 
 “ůŽŽŬŝŶŐĂƚĂůůƚŚe multiĚŝŵĞŶƐŝŽŶƐ ? ? “ƌĂƚŝŽŶĂůŝƐŝŶŐĚĞĐŝƐŝŽŶƐ ? ? “ĂƌƌĂŶŐŝŶŐ ?
ĂŶĚ “ĐŽŽƌĚŝŶĂƚŝŶŐ ?ĂĚŝƐĐŚĂƌŐĞ ? “ŵĂŬŝŶŐƉůĂŶƐ ?ĂŶĚ “ĚŝƐĐƵƐƐŝŶŐ ?ĐĂƌĞǁŝƚŚ
the patient or family. A consultant in acute medicine suggested that 
geriatricians are not always aware of their unique expertise and believe that 
they are just practising good general medicine, when in fact they have a 
special and unique knowledge base from which to draw upon: 
 “dŚĞǇŚĂĚĂǀĞƌǇďƌŝĞĨƚƌŝĂůŽĨ'ŽĚƐ ?ůĂƵŐŚƐ ? ?'ĞƌŝĂƚƌŝĐŝĂŶƐKĨƚŚĞ
Day coming to see their patients.  But I think in a way they almost 
take the view that what they [geriatricians] do is general 
medicine and they just do a thorough general medicine 
ĂƐƐĞƐƐŵĞŶƚĂŶĚƚŚĞǇĨĞĞůƚŚĂƚǁĞƐŚŽƵůĚďĞĂďůĞƚŽĚŽƚŚĂƚƚŽŽ ?
/ ?ŵŶŽƚƐĂǇŝŶŐƚŚĞǇĚŽŶ ?ƚƚŚŝŶŬƚŚĞǇŚĂǀĞƐƉĞĐŝĂůƐŬŝůůƐďĞĐĂƵƐĞ
obviously they do ? Sometimes I get the impression that they 
ƚŚŝŶŬǁĞ ?ƌĞůĂǌǇŽƌŶŽƚƚŚŽƌŽƵŐŚĂŶĚƚŚĂƚ ?ƐǁŚǇǁĞ ?ƌ ŶŽƚĚŽŝŶŐŝt, 
so if they just told us to do it then that would be a better solution 
ƚŚĂŶƚŚĞŵĐŽŵŝŶŐĨŽƌƐƉĞĐŝĂůŝƐƚŝŶƉƵƚ ?tŚĞƌĞĂƐ/ĚŽŶ ?ƚĂŐƌĞĞ
ǁŝƚŚƚŚĂƚ ? ? 
Participant 23, Consultant Doctor 
There was a tendency amongst the junior participants, such as medical 
students and junior doctors, to describe geriatric medicine as Ă “soft ? 
specialty. When defining the meaning of soft, participants differed in their 
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interpretations. A medical student explained that she believed that decisions 
in the soft specialties, which she thought included psychiatry, geriatric 
medicine and general practice, were very subjective and less scientific 
because there was often uncertainty regarding illness, diagnosis, and the best 
course of treatment. 
Other participants described how the challenge of medical care provision to 
older patient groups lay mainly in the management of people. This included 
communication with the patient and their relatives as well as liaising with 
others including support services and social services. As a result, geriatrics 
ƌĞƋƵŝƌĞĚ “ƐŽĨƚƐŬŝůůƐ ? such as that of people management and communication. 
Multiple doctors who were not in the field of geriatrics explained that 
geriatrics was a soft specialty, in part, because the characteristics of the 
geriatrician need to be soft. This therefore related to aspects of their 
personality, such as their capacity for patience and tolerance: 
 “/ƚŚŝŶŬƚŽďĞĂŐĞƌŝĂƚƌŝĐŝĂŶǇŽƵŶĞĞĚƚŽŚĂǀĞĂƐůŝŐŚƚůǇƐŽĨƚĞƌƐŝĚĞ
ƚŽǇŽƵƌĐŚĂƌĂĐƚĞƌ ? 
Participant 21, Consultant Doctor 
 “/ƚŚŝŶŬƚŚĞƉƌŽďůĞŵwith geriatrics is ?that to be a good 
geriatrician you do need ƚŽďĞƉĂƚŝĞŶƚ ?ƚŽůĞƌĂŶƚ ?ĐĂůŵ ? ? 
Participant 17, Trainee Specialist Doctor 
Whilst the unique expertise and skillset of the geriatrician was difficult to 
describe, even by those in the discipline, some participants noted that 
doctors from other specialties were beginning to appreciate the difficulty of 
geriatrics and the job of the geriatrician. One participant explained that 
recent trends have seen hospital-based specialities becoming increasingly 
more specialised, in that there are greater subspecialisations (a specialty 
ǁŝƚŚŝŶĂƐƉĞĐŝĂůƚǇ ? ?dŚŝƐ “superspecialisation ? of other specialties was said to 
 246 6. ATTITUDES STUDY FINDINGS PART TWO 
 
result in other doctors being less equipped to deal with frail older patients, 
who typically have multiple concurrent illnesses. In contrast, geriatric 
medicine still maintained a broad focus, with geriatricians needing to 
maintain broad clinical and medical knowledge to deal with the range of 
health problems which may affect older patients. Here, a consultant 
geriatrician explains that doctors in superspecialised disciplines are beginning 
to realise that they do not have the expertise to care for complex older 
patients: 
 “/ŝŶĐƌĞĂƐŝŶŐůǇĨŝŶĚƚŚĂƚƚŚĞŵŽƌĞ/ŐŽƚŽŵĞĞƚŽƚŚĞƌƐƉĞĐŝĂůƚŝĞƐ ?
the more I go to show them what Geriatrics can contribute to 
their workload, they seem to completely welcome the 
ĐŽŶƚƌŝďƵƚŝŽŶǁŝƚŚŽƉĞŶĂƌŵƐ ? ?ĞĐĂƵƐĞƚŚĞǇŚĂǀĞ ?ĂůŵŽƐƚĞǀĞƌǇ
other single ward and specialty has become very superspecialised.  
/ƚ ?ƐĂůŵŽƐƚĂƐŝĨƚŚĞůĂƐƚ ? ? 10 years has been a dawning in 
ĐŽůůĞĂŐƵĞƐ ?ŚĞĂĚƐƚŚĂƚƚŚĞǇŶŽůŽŶŐĞƌŚĂǀĞƚŚĞďŽĚǇŽĨĞǆƉĞƌƚŝƐĞ
ƚŚĞǇŶĞĞĚƚŽůŽŽŬĂĨƚĞƌƚŚĞƐĞƉĂƚŝĞŶƚƐ ? ?
Participant 22, Consultant Doctor 
Another participant suggested that geriatric medicine does not have high-
profile illnesses that attract funding, and this may contribute to the lack of 
recognition of how complex and difficult the field can be. The typical work of 
a geriatrician involves a large number of simultaneous, smaller illnesses that 
interact to cause a major problem for patients and their health. Therefore, 
those outside the field may not really know what geriatricians do, and what 
battles they face: 
 “/ĚŽŶ ?ƚƚŚŝŶŬĞǀĞŶĂůŽƚŽĨŵǇƉŚǇƐŝĐŝĂŶĐŽůůĞĂŐƵĞƐŐŝǀĞƚŚĞĐƌĞĚŝƚ
for how complex it is. Because the difference is if you're a 
specialist in some speciality, you have big named illnesses which 
has got the advantage of attracting funding and resource and 
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everything. Whereas when you're looking at care of elderly kind 
of patients, a number of them are quite small ones but then all of 
them put together becomes superadditive. The sum is more than 
ƚŚĞƉĂƌƚƐ ? ? 
Participant 11, Consultant Doctor 
 
6.2.2.3   >ĂĐŬŽĨĂƉƉƌĞĐŝĂƚŝŽŶĨŽƌŐĞƌŝĂƚƌŝĐŝĂŶƐ ?ĞǆƉĞƌƚŝƐĞ 
When describing why they did not want to specialise in geriatric medicine 
themselves, some medical student and junior doctor participants explained 
that older patients are pervasive across most of the hospital disciplines. A 
doctor can expect older patients to comprise the majority of their patient 
load in most specialties (even general medical specialties), with the exception 
of paediatrics. In most general and acute wards, participants described how 
over half of the patients are likely to be over the age of 65 years. As a result, 
these participants claimed that they did not have to specialise in geriatrics 
because they will most likely be seeing older patients most of the time 
regardless. They therefore did not need to restrict themselves to only older 
patients, as a geriatrician would. Furthermore, if a participant went into 
another specialty, such as a particular subspecialisation of surgery, they can 
learn to deal with older patients as well as learning surgery, rather than 
simply learning to treat older patients. In summary, multiple participants 
described how their lack of interest in geriatric medicine was related to their 
ability to apply their learning during medical school rotations (approximately 
three weeks), or junior doctor rotations (approximately six months) in 
geriatrics to whichever specialty they pursue in the future: 
 “ ?you can apply a lot of the principles that you've learnt from it 
 ?ŐĞƌŝĂƚƌŝĐŵĞĚŝĐŝŶĞ ?ƚŽŽƚŚĞƌƐƉĞĐŝĂůŝƚŝĞƐ ?^Ž/ŐƵĞƐƐƚŚĂƚmight 
be a reason why other people would not consider geriatric 
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medicine because they can see it being applied in their own 
ĐĂƌĞĞƌƉĂƚŚ ? ? 
Participant 8, Medical student 
This suggests that many medical students and junior doctors feel that the 
three week or six month rotations in geriatric medicine are sufficient to 
develop their skills with older patients. This is therefore indicative of an 
underlying lack of appreciation of the skills and expertise of those in the 
specialty.  
Interestingly, the idea that geriatricians are not the only doctors uniquely 
qualified to treat older patients was put forward by a consultant geriatrician. 
He explained that many doctors may see themselves as experts in older 
patient care because older patients may make up a considerable proportion 
of their patient load. He used this explanation as a reason for why medical 
students and junior doctors may not value the discipline; because they think 
that geriatricians are not unique in their expert qualifications to treat older 
patients: 
 “^ŽǇŽƵĐĂŶ ?ƚƐĂǇƚŚĂƚǁĞĂƌĞƚŚĞƐŽůĞƌĞƉŽƐŝƚŽƌǇŽĨĞŝƚŚĞƌ
expertise or experience when it comes to older people. If you ask 
ŐĞŶĞƌĂůƉƌĂĐƚŝƚŝŽŶĞƌƐƚŚĞǇǁŽƵůĚƐĂǇ ? ‘ǇĞƐŝƚ ?ƐĂďƐŽůƵƚĞůǇĐŽƌĞƚŽ
ǁŚĂƚǁĞĚŽ ? ?ǇŽƵŬŶŽǁ ? ‘ǁŚĂƚĚŽƚŚĞǇŬŶŽǁŝŶŚŽƐƉŝƚĂů ?...we see 
people throughout their life cycle so we have an even better view 
ŽŶƚŚŝƐƐŽƌƚŽĨƚŚŝŶŐ ? ?ŝĨǇŽƵ ?ƌĞĂŶŽƌƚŚŽƉĂĞĚŝĐƐƵƌŐĞŽŶǇŽƵĐĂŶ ?ƚ
ũƵƐƚƐĂǇƚŚĂƚ ? ‘/ ?ŵĂǇŽƵŶŐĞƌƉĞƌƐŽŶƐŽƌƚŚŽƉĂĞĚŝĐƐƵƌŐĞŽŶ ? ?ƚŚĞ
people who break all sorts of things are old.  That goes for a lot of 
things. You know, the people whose hearts stop working are 
predominantly old.  People who can't see are ƉƌĞĚŽŵŝŶĂŶƚůǇŽůĚ ?  
They [doctors in other specialties] know about mobility problems, 
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getting people into clinic and communication problems and so on 
ĂŶĚƐŽĨŽƌƚŚ ?ǇŽƵŬŶŽǁ ? ? 
Participant 4, Consultant Doctor 
 
6.2.2.4   Historically unpopular and uncompetitive specialty 
The devaluation of geriatric medicine regarding geriatricians and the work 
they do, was typically expressed in the ideas that the field was uncompetitive, 
unpopular and lacked prestige. These beliefs appeared to be widespread and 
long-lasting given that they were reported by medical student participants as 
well as consultant doctor participants who had begun their specialisation into 
geriatric medicine decades earlier. Some participants pointed out that, 
historically, geriatric medicine has been unpopular as a specialty choice, and 
this resulted in a less competitive entry process. Interestingly, the 
unpopularity and lack of competitive entry into geriatrics was described by 
those in geriatric medicine as well as those not in the field. For example, one 
of the geriatrician participants explained that this specialty was not the one 
he originally wanted to work in: 
 “I was from overseas, ƐŽǇŽƵǁŽƵůĚŶ ?ƚŐĞƚŝŶƚŽĂƐƉĞĐŝĂůŝƚǇŽĨǇŽƵƌ
ĐŚŽŝĐĞĂŶĚŐĞƌŝĂƚƌŝĐƐǁĂƐƚŚĞĞĂƐǇŽƉƚŝŽŶƚŽŐĞƚŝŶƚŽ ? 
Participant 6, Consultant Doctor 
Another participant, a consultant geriatrician, described the effect of working 
in a specialty which was traditionally unpopular and deemed uncompetitive. 
He described how he could identify, over time, the doctors who intended to 
work in geriatrics and the doctors who ended up in the specialty because they 
could not get into their first field of choice: 
 “,ŝƐƚŽƌŝĐĂůůǇ ?ƚŚĞƌĞǁĞƌĞƚǁŽƚǇƉĞƐŽĨƉĞŽƉůĞƚŚĂƚǁĞƌĞŝŶƚŽ
ŐĞƌŝĂƚƌŝĐŵĞĚŝĐŝŶĞŝŶƚŚĞƉĂƐƚ ?dŚĞƌĞǁĞƌĞƚŚĞƉĞŽƉůĞƚŚĂƚǁĞƌĞ
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in geriatric medicine for the right reasons that wanted to do it, 
that were the missionaries ?then there were the ones that got 
ŝŶƚŽŝƚďĞĐĂƵƐĞƚŚĞǇĐŽƵůĚŶ ?ƚĚŽĂŶǇƚŚŝŶŐĞůƐĞ ?ŶĚƚŚĂƚ
distinction used to historically exist.  And there are still some of 
those Physicians kicking around and if I think of any Geriatricians 
that I know of who have taken early retirement due to stress or 
who have become disillusioned or who are bad role models, 
ƚŚĞǇ ?ƌĞŐĞŶĞƌĂůůǇƚŚĞƉĞŽƉůĞƚŚĂƚŐŽƚŝŶƚŽŝƚĨŽƌƚŚĞǁƌŽŶŐ
ƌĞĂƐŽŶƐ ? ?
Participant 22, Consultant Doctor 
This participant also noted that the divide had a considerable negative impact 
on the specialty of geriatrics, and he expressed the belief that working under 
a geriatrician who is not enthusiastic about their job may have driven junior 
doctors away from the specialty: 
 “/ƐƚĂƌƚĞĚǁŽrking in NHS abŽƵƚ ? ?ǇĞĂƌƐĂŐŽ ? A lot of people 
went into geriatrics by default because they couldn't get into 
ĂŶǇƚŚŝŶŐĞůƐĞ ?ŶĚƚŚĂƚǁĂƐŶĞĂƌůǇĚĞƐƚƌŽǇŝŶŐƚŚĞƐƉĞĐŝĂůŝƚǇ ? ?
there were pseudo-cardiologists, pseudo-respiratory physicians, 
who were doing geriatrics. And if you're going to work for 
ƐŽŵĞďŽĚǇůŝŬĞƚŚĂƚ ?ǇŽƵ ?ƌĞŶĞǀĞƌŐŽŝŶŐƚŽĨŽůůŽǁƚŚĂƚƐƉĞĐŝĂůŝƚǇ ? ?
Participant 11, Consultant Doctor 
Many participants tried to explain why geriatrics was an unpopular specialty, 
even in the present day. Participants reported not knowing many people who 
wanted to work in the specialty: 
 “ ?ĂůŽƚŽĨŵǇĨƌŝĞŶĚƐǁĂŶŶĂďĞ'WƐďƵƚƚŚĞŶ/ ?ǀĞŐŽƚĂůŽƚŽĨ
friends who wanna pursue surgery.... but it is interesting that I 
ĚŽŶ ?ƚŬŶŽǁĂƐŝŶŐůĞƉĞƌƐŽŶƚŚĂƚƐĂǇƐ ‘/ǁĂŶŶĂďĞĂŐĞƌŝĂƚƌŝĐŝĂŶ ? ? ? 
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Participant 1, Medical student 
A few participants also expressed a lack of understanding as to why a junior 
doctor would choose to specialise in geriatrics. For example: 
 “ ?ďĞĐĂƵƐĞ for me it seems, I didn't completely understand why 
ǇŽƵ ?ĚǁĂŶƚƚŽĐŚŽŽƐĞƚŽĚŽƚŚĂƚƐƉĞĐŝĨŝĐĂůůǇ ? ? 
Participant 10, Medical student 
Participants who were currently working in geriatric medicine often reported 
that the field was not as unpopular and uncompetitive as it has been in the 
past. However, they stated that it had not yet achieved parity with some of 
the disciplines considered more prestigious and competitive, such as 
respiratory medicine, cardiology and gastroenterology. Reflecting on why 
geriatric medicine was still suffering from a lack of interest from medical 
students and junior doctors, a few participants suggested that those studying 
medicine today will most likely still hear portrayals of the field in legacy terms, 
as uncompetitive and unpopular. This is especially so if they are discussing it 
with senior doctors, doctor relatives, or encountering its portrayal in the 
media. They generally suggested that geriatric medicine has not yet shaken 
off its past image. 
6.2.2.5   Lack of future earning potential 
Another reason mentioned for the unpopularity of geriatric medicine was the 
lack of private earnings as a future source of income. Geriatric medicine was 
typically described as not being a particularly lucrative career in that 
geriatricians do not make large amounts of private income, should they want 
to work outside of the NHS: 
 “ƵƚƚŚĞǇ ?ŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĚŽŶ ?ƚƐĞĞŝƚĂƐƐŽŵĞƚŚŝŶŐƚŚĂƚŚĂƐ
mƵĐŚŬƵĚŽƐŽƌƉƌŝǀĂƚĞĞĂƌŶŝŶŐƐ ?/ ?ŵŶŽƚƚŚĞŽŶĞǁŝƚŚƚŚĞ
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Mercedes, you know the McLaren Mercedes down in the 
ĐŽŶƐƵůƚĂŶƚƐ ?ĐĂƌƉĂƌŬ ? those are not being driven by Geriatricians 
ƐŽŝƚŝƐƚƌƵĞƚŚĂƚ'ĞƌŝĂƚƌŝĐŝĂŶƐĚŽŶ ?ƚŵĂŬĞĂůŽƚŽĨƉƌŝǀĂƚĞŝŶĐŽŵĞ ?
^ŽƚŚĞŵĞĚŝĐĂůƐƚƵĚĞŶƚƐĂƌĞƌŝŐŚƚĂďŽƵƚƚŚĂƚ ?ŝĨƚŚĞǇ ?ƌĞŝŶ
medicine for the private income, they should not choose geriatrics 
ĞŶĚŽĨƐƚŽƌǇ ? ‘ĐĂƵƐĞƚŚĞǇ ?ƌĞŶŽƚŐŽŶŶĂŵĂŬĞƚŚĞŵŽŶĞǇ ? ?
Participant 22, Consultant Doctor 
 
6.2.2.6   Unexciting and slow-paced work 
A number of participants described their stereotypes regarding the nature of 
the work in geriatric medicine. Specifically, the work was expected to be 
boring, unglamorous and lacking in excitement. In relation to other specialties, 
such as emergency medicine or surgery, geriatric medicine was reported as 
slow-paced and lacked opportunity to cure patients and save lives. This 
particular stereotype of the nature of the work was most commonly reported 
by medical students and junior doctors who did not have any substantial or 
extended experience of the specialty. Typically, when asked to describe an 
 ‘ĞǆĐŝƚŝŶŐ ?ƌŽůĞ ?ƉĂƌƚicipants reported specialties in which they believed 
doctors could intervene in an acute situation, often with a practical 
procedure, and had the opportunity to save a ƉĂƚŝĞŶƚ ?Ɛ life. Typically, working 
with older patients required careful methodical medical care and did not 
often involve acute situations. One participant described older patients as 
often presenting with an accumulation of common illnesses which were 
neither particularly rare nor exciting to treat: 
 “ ?ƚŚĞƌĞ ?ƐĂůŽƚŽĨŽƌĚŝŶĂƌǇŝůůŶĞƐƐĞƐŝŶĞůĚĞƌůǇĐĂƌĞ ? The idea of 
 ‘ŽŚƚŚŝƐƉĂƚŝĞŶƚ ?ƐŚĞƌĞďĞĐĂƵƐĞƚŚĞǇ ?ǀĞŚĂĚĐŽŶƐtipation for how 
ŵĂŶǇĚĂǇƐ ?.  dŚĞƌĞ ?ƐũƵƐƚƐƚƵĨĨůŝŬĞƚŚĂƚ ? ? ?Boring, as ŝŶŝƚ ?ƐŶŽƚ
something new.  Its ordinary things ? ? 
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Participant 24, Junior Doctor 
The chronic health complaints typical in older patients were also mentioned 
by junior participants who had no intention of specialising in geriatric 
medicine in the future. There were many descriptions of the chronic 
progression of disease in the older patient in conjunction with the 
accompanying feeling that the doctor has not fixed or treated the patient ?s 
illness. Participants contrasted this to more practical specialities which 
involved more hands-on procedures, interventions and treatments. The 
perceived lack of practical procedures or acute emergencies in geriatrics was 
mentioned as a reason for not wanting to specialise in the field. It appeared 
that medical students and junior doctors were unsure of what geriatricians 
did to improve the care of older patients if they did not focus on 
interventions and procedures. 
Additionally, junior participants reported the requirement for geriatricians 
was to be careful, thoughtful and delicate when delivering medical treatment 
due to older patient fragility and the risk of complications. One participant 
reported that the gentle and cautious care required for older patients may 
conflict wŝƚŚƐƚƵĚĞŶƚƐ ?ĂŶĚũƵŶŝŽƌĚŽĐƚŽƌƐ ? preconceived beliefs that being a 
doctor is fast-paced, exciting and dramatic: 
 “ ? with geriatricians, they're just sitting there being careful. I 
guess, to put a sporting analogy onto it, being a geriatrician's a 
bit like being a chess player whereas being a surgeon's like a 
footballer. Which woƵůĚǇŽƵƌĂƚŚĞƌďĞ ? ? 
Participant 10, Medical student 
Another participant expressed the belief that because caring for older 
patients was typically slower-paced and involved being cautious, there was an 
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assumption that the geriatrics field was popular with lazy doctors. This 
participant described this as a stigma around working in geriatrics: 
 “/ƚŚŝŶŬƉĞŽƉůĞƉĞƌŚĂƉƐƉĞƌĐĞŝǀĞŝƚĂƐďĞŝŶŐƋƵŝƚĞƐůŽǁƉĂĐĞĚ ? a 
lot of the patients are in for a long time and ƚŚĞƌĞ ?ƐƉƌŽďĂďůǇĂďŝƚ
of a stigma around it. I think because a lot of doctors are quite 
competitive, specialties like healthcare of the elderly, psychiatry, 
'W ?ƚŚĞƌĞ ?ƐĂďŝƚŽĨĂƐƚŝŐŵĂĂƌŽƵŶĚ, thinking its lazy people who 
go into that kind of thiŶŐ ? ? 
Participant 20, Junior Doctor 
There was a tendency for doctors, across the specialties and seniority levels, 
to compare older patients to children, explaining that the two groups can 
present similarly and may involve performing ordinary and boring tasks. 
Despite these similarities, it was suggested that children can be more 
rewarding to treat because they are more engaging and uplifting:  
 “A lot of children may present with similar things as adults, as 
elderly care, but children are cute and people smile at them.  They 
make you laugh.  With older people you just think ?  ‘ƚŚĞǇ ?ƌĞŽůĚ
ĂŶĚŐĞƚƚŝŶŐƚŽǁĂƌĚƐƚŚĞĞŶĚŽĨƚŚĞŝƌůŝĨĞ ?ŬŝŶĚŽĨƚŚŝŶŐ ? ?
Participant 24, Junior Doctor 
It was suggested by those working in geriatrics that doctors in other 
specialties, such as surgical-based specialties, may see themselves as 
responsible for the most challenging part of the medical care. They therefore 
feel they require their hospital beds to be freed up to allow them to continue 
their highly valued medical work with other patients. As a result, multiple 
participants, working in and out of the geriatrics specialty, claimed that 
geriatric wards were sometimes seen as a place to put older patients in order 
to take them off beds in more fast-paced specialties. Whilst there, the 
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geriatrician can organise the social package and safe discharge of the older 
patient, defining the geriatric ward as an intermediary area of care between 
specialist medical attention and discharge: 
 “ ?/ƚŚŝŶŬŐĞƌŝĂƚƌŝĐŝĂŶƐĂƌĞůŽŽŬĞĚĚŽǁŶƵƉŽŶƚŽĂĐĞƌƚĂŝŶĞǆƚĞŶƚ
ĂŶĚŝƚ ?ƐŬŝŶĚŽĨĂďŝƚŽĨĂĚƵŵƉŝŶŐŐƌŽƵŶĚ ?zŽƵŬŶŽǁ ? ‘KŚƉůĞĂƐĞ
ƚĂŬĞƚŚŝƐŽůĚƉĞƌƐŽŶ ‘ĐĂƵƐĞ/ũƵƐƚ ?ǇŽƵŬŶŽǁ ?/ĐŽƵůĚŶ ?ƚďĞďŽƚŚĞƌĞĚ
ƚŽƚƌǇĂŶĚƐŽƌƚŽƵƚĂůůƚŚĞŝƌŵŝůůŝŽŶƐŽĨƉƌŽďůĞŵƐ ? ?/ƚ ?ƐŬŝŶĚŽĨƚŚĞ
ŐĞƌŝĂƚƌŝĐŝĂŶŝƐƚŚĞ ‘ŽŚǁĞůůƚŚĞǇ ?ůůũƵƐƚƚĂŬĞƚŚĂƚƉĞƌƐŽŶŽĨĨďƵƚƚŚĞǇ
ĚŽŶ ?ƚ ?ƚŚĞǇ ?ƌĞŶŽƚƐƉĞĐŝĂůŝƐĞĚŝŶĂŶǇƚŚŝŶŐ ?ůŝŬĞƐĂǇƚŚĞ
ĐĂƌĚŝŽůŽŐŝƐƚƐŽƌƚŚĞǁŚĂƚĞǀĞƌĞůƐĞ ? ?
Participant 13, Consultant Doctor 
 
6.3  Emotional responses to caring for older patients 
This theme consisted of two subthemes: (a) fear and anxiety, and (b) sadness 
and compassion. This theme exclusively drew on affective information and 
most of the emotions and feelings described were negative in that they are 
emotions individuals generally seek to avoid. The nodes within each 
subtheme describe the source of the emotions experienced. 
 
6.3.1  Fear and anxiety 
6.3.1.1   Not doing enough or knowing enough 
Participants predominantly described negative emotions as the feelings they 
most commonly experienced when working with older patients. Junior 
doctors described feeling self-doubt, anxiety, and guilt, when they witnessed 
the older patient ?s health deteriorate. Older patientƐ ? decline and death 
sometimes led to ƉĂƌƚŝĐŝƉĂŶƚƐ ?ƋƵĞƐƚŝŽŶŝŶŐǁŚĞƚŚĞƌƚŚĞǇŚĂĚĚŽŶĞĞŶŽƵŐŚ
for the patient, and whether the death was natural or caused by a knowledge 
deficit on the part of the doctor. Typically, these feelings of self-doubt were 
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only described by junior doctors. Medical students did not make ƉĂƚŝĞŶƚƐ ?
treatment decisions and generally only offered a supporting role whilst they 
completed their medical school course. However, junior doctors were 
responsible for making decisions and looking after patients directly. It 
appeared that this role sat uneasily with them at first, because they were 
aware of their limited medical knowledge when compared to more senior 
members of the team. This consultant doctor described how he felt 
witnessing death when he was a junior doctor: 
 “ƚƚŚĂƚƚŝŵĞǇŽƵŬŶŽǁǇŽƵĂůǁĂǇƐŚĂǀĞƚŚĂƚŐƵŝůƚ ?,ĂǀĞ/ĚŽŶĞ
enough for the patient?  Have they died because of my 
knowledge deficit? ? 
Participant 12, Consultant Doctor 
Junior doctors also reported the anxiety they felt about missing diagnoses 
and making inaccurate diagnoses when evaluating older patients. One 
participant described junior doctors as constantly worrying about missed 
diagnoses generally. The participant described how this anxiety was highest 
with older patients because of the communication issues typically associated 
with this group of patients. 
A few of the specialists in geriatrics or stroke medicine explained how they 
sometimes noticed junior doctors appeared uncomfortable with older 
patients because of an underlying fear of making errors or being uncertain of 
how to proceed with care. Furthermore, this fear manifested in negative 
reactions which the junior doctor may not be aware of: 
 “ŶĚ/ƚŚŝŶŬƚŚĂƚĂůŽƚŽĨĚŽĐƚŽƌƐĚŽĨŝŶĚĨƌĂŝůŽůĚĞƌƉĂƚŝĞŶƚƐ
ƚĞƌƌŝďůǇŝŶƚŝŵŝĚĂƚŝŶŐ ?ďƵƚǇŽƵǁŽƵůĚŶ ?ƚŶĞĐĞƐƐĂƌŝůǇŐĞƚƚŚĞŵƚŽ
ĂĚŵŝƚƚŽƚŚĂƚ ?ǇŽƵ ?ĚŐĞƚƚŚĞŵĂůůƐŽƌƚƐŽĨŽƚŚĞƌĂďŚŽƌƌĞŶƚ
reactions from them like,  ‘ǁŚǇďŽƚŚĞƌ ?ƚŚĞǇ ?ƌĞŐŽing to die 
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ĂŶǇǁĂǇ ?ƚŚĞǇ ?ƌĞĂƚƚŚĞĞŶĚŽĨƚŚĞŝƌůŝĨĞ ?ŝƚ ?ƐĂŚŽƉĞůĞƐƐĐĂƐĞ ?
ƚŚĞƌĞ ?ƐŶŽƚŚŝŶŐ/ĐĂŶĚŽ ?, and I think that these things are often 
abhorrent reactions, sort of manifestation of fear or 
uncomfortableness or difficulty.  So yeah, I think they are afraid 
ďƵƚƚŚĞǇǁŽƵůĚŶ ?ƚŶĞĐĞƐƐĂƌŝůǇĂĐŬŶŽǁůĞĚŐĞƚŚĂƚ ?ĂŶĚ/ƚŚŝŶŬƚŚĂƚ
ǁŚĞŶ/ǁĂƐĂũƵŶŝŽƌĚŽĐƚŽƌ/ǁĂƐƚŚĞƐĂŵĞ ? ? 
Participant 22, Consultant Doctor 
 
6.3.1.2   Anxiety about interacting with patients 
Medical students and junior doctors provided examples of feeling anxious 
when interacting with an older patient. A few medical students reported 
feeling  “in the way ? and uncertain about interacting with some older patients. 
,ĞƌĞ ?ĂŵĞĚŝĐĂůƐƚƵĚĞŶƚĐŽŵŵĞŶƚƐŽŶŚĞƌƉĞĞƌƐ ?anxiety at the beginning of 
their ward experience: 
 “/ƚŚŝŶŬĂůŽƚŽĨŵĞĚŝĐĂůƐƚƵĚĞŶƚƐŐŽŝŶŐŽŶƚŽƚŚĞǁĂƌĚƐĨŽƌƚŚĞ
first time, it is very daunting ? especially like the younger medical 
students, they're just completelǇĨůŽƵŶĚĞƌŝŶŐ ?it's almost as if 
they forget how to talk to another human being ?/ƚŚŝŶŬƉĞŽƉůĞ
can panic when they go onto the wards if they've had no 
experience talking to elderly people who are ill, or people who 
may be dying, then it can be very daunting and I think you can 
flounĚĞƌĂŶĚďĞůŝŬĞ ‘ǁŚĂƚĚŽ/ĚŽ ?tŚĂƚĚŽ/ƐĂǇ ?^hould I 
ŝŶƚĞƌĂĐƚǁŝƚŚƚŚŝƐƉĞƌƐŽŶĚŝĨĨĞƌĞŶƚůǇ ? ? ? 
Participant 3, Medical student 
A junior doctor explained that she still felt concern about the doctor-patient 
encounter, especially regarding the older patient ?ƐŝŵƉƌĞƐƐŝŽŶŽĨ her. She 
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described the need to earn the respect of the patient, as opposed to a 
consultant who she assumed would already have it: 
 “/ƚŚŝŶŬƚŚĂƚ ?ƐďĞĐĂƵƐĞ/ ?ŵƋƵŝƚĞǁŽƌƌŝĞĚĂďŽƵƚŚŽǁƚŚĞƉĂƚŝĞŶƚ
feels about me, whereas I think a consultant has that respect and 
feels like they ĚŽŶ ?ƚŶĞĞĚƚŽearn it anymore ? ?
Participant 19, Junior Doctor 
 
6.3.2  Sadness and compassion 
6.3.2.1   Experiencing patient deterioration and death 
Much of the emotions experienced as part of caring for the older patient 
appeared to be negative. A common emotion was sadness, and often the 
explanation given involved witnessing an older patient ?s deterioration and, 
sometimes, death. This was often reported by medical students and junior 
doctors and was sometimes accompanied by remarks alluding to their 
feelings of helplessness and hopelessness for the older patient and his or her 
health. Many participants explained that the source of their sadness was 
watching the decline of older patients and not being able to prevent it: 
 “/ƉĞƌƐŽŶĂůůǇĐĂŶĨŝŶĚŚĞĂůƚŚĐĂƌĞŽĨƚŚĞĞůĚĞƌůǇǁĂƌĚƐƋƵŝƚĞ
ĚĞƉƌĞƐƐŝŶŐďĞĐĂƵƐĞƚŚĞƌĞ ?ƐůŽƚƐŽĨƐŝĐŬƉĞŽƉůĞ ?/ŵĞĂŶ ?ŽďǀŝŽƵƐůǇ
there's lots of sick people in hospital but lots of these people are 
very ill and some of them are dying and are going to die and that 
can be quite sad and you know that there's very little that you can 
ĚŽƚŽŚĞůƉƚŚĞŵƐŽŵĞƚŝŵĞƐĂŶĚƚŚĂƚ ?ƐƉƌĞƚƚǇĂǁĨƵů ? ? 
Participant 10, Medical student 
Interestingly, a junior doctor reported she had never experienced a paƚŝĞŶƚ ?Ɛ
death during her medical school training. During her junior doctor training on 
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a geriatrics ward, however, patients under her care had died and she 
reported the sadness and difficulty of dealing with these deaths: 
 “,ŝŐŚŵŽƌƚĂůŝƚǇ ?ǁŚŝĐŚŚĂƐďĞĞŶƋƵite difficult to come to terms, 
/ ?ǀĞŶĞǀĞƌƌĞĂůůǇŬŶŽǁŶĂƉĂƚŝĞŶƚƚŽĚŝĞĂƐĂŵĞĚŝĐĂůƐƚƵĚĞŶƚĂŶĚ
ƐĞǀĞƌĂůŚĂǀĞĚŝĞĚǁŚŝůƐƚ/ŚĂǀĞďĞĞŶǁŽƌŬŝŶŐĂƐĂĚŽĐƚŽƌ ?/ƚ ?ƐďĞĞŶ
difficult getting to know the patient and then coming in on the 
Monday morning and they haǀĞƉĂƐƐĞĚĂǁĂǇŽǀĞƌƚŚĞǁĞĞŬĞŶĚ ? ?
Participant 20, Junior Doctor 
Sadness at witnessing ŽůĚĞƌƉĂƚŝĞŶƚƐ ?ĚĞĐůŝŶĞŝŶŚĞĂůƚŚŽƌĚĞĂƚŚ was not often 
mentioned by those who had more experience of practicing medicine in 
hospital settings. A medical student reported noticing how senior doctors 
appeared to cope well with decline and death. She believed this was because 
experienced doctors may have developed coping mechanisms to deal with 
death and decline which she had not yet developed: 
 “/ƚŚŝŶŬƚŚĂƚŵĂǇďĞƚŚĞƌĞ ?ƐĂ balance. I think maybe more people 
are more academic about it, but I think the really kind of 
empathetic and understanding doctors have maybe experienced 
ƚŚĞŚŽƉĞůĞƐƐŶĞƐƐďƵƚĨŽƵŶĚĂǁĂǇŽĨĚĞĂůŝŶŐǁŝƚŚŝƚ ? ? 
Participant 2, Medical student 
This view was supported by the comments of a more senior participant who 
described how, with experience, the feelings of sadness diminish because 
doctors become more knowledgeable and more realistic about what can and 
cannot be done in the provision of medical care for the older patient: 
 “zĞĂŚ ?ĂƐĂŵĞĚŝĐĂů ?ƐƚƵĚĞŶƚ ? ?ŝƚ ?ƐĂůǁĂǇƐŚĂƌĚƚŽĚĞĂůǁŝƚŚ
ĚĞĂƚŚ ?ĞǀĞŶĂƐĂĨŝƌƐƚǇĞĂƌũƵŶŝŽƌĚŽĐƚŽƌŝƚ ?ƐĚŝĨĨŝĐƵůƚƚŽĚĞĂůǁŝƚŚ
ĚĞĂƚŚďĞĐĂƵƐĞŝƚ ?ƐĂůŵŽƐƚĂƐƚŚŽƵŐŚǇŽƵ ?ǀĞĨĂŝůĞĚ ?Ƶƚ/ƚŚŝŶŬ
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ǁŝƚŚĞǆƉĞƌŝĞŶĐĞǇŽƵƚŚŝŶŬƌĞĂůůǇƚŚĞƌĞ ?Ɛonly so much you can do.  
zŽƵĐĂŶĐƵƌĞƉĞŽƉůĞ ?ǇŽƵĐĂŶƉĂůůŝĂƚĞƉĞŽƉůĞďƵƚǇŽƵĐĂŶ ?ƚ
ƉƌĞǀĞŶƚĚĞĂƚŚ ? ? 
Participant 12, Consultant Doctor 
 
6.3.2.2   Witnessing patient loneliness 
Some participants found caring for older patients saddening because older 
patients often appeared to be lonely and lacked family support or visits from 
relatives. As a result, sadness at seeing the older patient ?s decline and death 
was compounded by witnessing the loneliness and isolation of the patient 
through this journey: 
 “The saddest thing for me anyway is just when you see a really 
ůŽŶĞůǇŽůĚĞƌƉĞƌƐŽŶ ?^ŽƐŽŵĞŽŶĞǁŚŽĚŽĞƐŶ ?ƚŚĂǀĞƚŚĞƐŽĐŝĂů
ƐƵƉƉŽƌƚĂƌŽƵŶĚƚŚĞŵĂŶǇŵŽƌĞ ‘ĐĂƵƐĞŵĂǇďĞƉĞŽƉůĞŚĂǀĞƉĂƐƐĞĚ
ĂǁĂǇŽƌƚŚĞǇĚŽŶ ?ƚŚĂǀĞƚŚĞĨĂŵŝůǇĂŶĚǇŽƵũƵƐƚ ?ŽĨƚĞŶƐŽŵĞŽŶĞ
says that they ĚŽŶ ?ƚǁĂŶŶĂůĞĂǀĞŚŽƐƉŝƚĂů ĂŶĚ ?it does make you 
ĨĞĞů ?ũƵƐƚĂďŝƚůŝŬĞ ?ũƵƐƚƐĂĚĨŽƌƚŚĞŝƌƐŝƚƵĂƚŝŽŶ ? ?
Participant 1, Medical student 
One participant spoke about her sadness on witnessing the loneliness that 
seems to accompany growing older and how this made her think about her 
own ageing process in a negative light: 
 “ŶĚ/ƚŚŝŶŬ ? ƚŚĂƚ/ĚŽŶ ?ƚǁĂŶƚƚŽďĞŽůĚũƵƐƚďĞĐĂƵƐĞƚŚĞƌĞƐĞĞŵƐ
to be a lot of loneliness and people just out there that have no 
contact with other people.  And you know when they come to 
clinics, again they may not have talked to anybody for a long time 
ĂŶĚ/ƚŚŝŶŬƚŚĂƚ ?ƐĚĞƐƉĞƌĂƚĞůǇƐĂĚ ? ? 
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Participant 13, Consultant Doctor 
 
6.3.2.3   Thinking about the person behind the illness 
A few participants described thinking about the person behind the illness. 
They spoke of seeing the older patient as a person with a family and a home 
which served to personalise the patient, and appeared to foster empathy and 
compassion in the participant: 
 “ ?but it really helps you to remember that actually in the middle 
of all this there's still a person, and that they have a life and a 
ŚŝƐƚŽƌǇĂŶĚĂĨĂŵŝůǇĂŶĚĂŚŽŵĞ ? 
Participant 3, Medical student 
A few of the participants who did this explained that they would 
intermittently remember that the older patient was in the same age bracket 
as some of their loved ones, such as their parents or grandparents, which 
made them feel more compassionate toward the patient: 
 “ůŽƚŽĨƚŚĞƉĞŽƉůĞǇŽƵŬŶŽǁ are elderly, your parents are 
starting to get older, you may think back to your grandparents, 
you may even look at yourself and go  ‘I'm going to be elderly one 
day ? ? ?
Participant 3, Medical student 
 
6.4  Sources of satisfaction and dissatisfaction 
This theme consisted of three subthemes: (a) an imperfect system for older 
patients; (b) dealing with a highly complex patient group; and (c) improving 
ƉĂƚŝĞŶƚƐ ?ƋƵĂůŝƚǇŽĨůŝĨĞ ?/ŶƚŚŝƐƚŚĞŵĞ ?ƉĂƌƚŝĐŝƉĂŶƚƐƚĞŶĚĞĚto describe 
cognitive information (i.e. beliefs and stereotypes), or behavioural 
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information, as well as tying in their emotional and psychological reactions 
(affective information) to these beliefs or behaviours. As a result, it consisted 
of all three components of attitudes: cognitive, behavioural and affective 
information. Therefore, whilst many of the nodes included descriptions of the 
social and organisational factors that help or hinder provision of care, the 
nodes also contained the affective judgements of participants to these factors 
(i.e. how these factors made participants feel).  
 
6.4.1  An imperfect system for older patients 
6.4.1.1   Underserving older people 
Some participants described the limited value that society places on its older 
people in general, not just older patients. Older people in society were 
described by a few of the participants as being relatively voiceless and 
underserved. This resulted in inequality and disadvantage for older people, 
and as a result, older patients, who are a subsection of the older people 
group. A few participants suggested that due to the relative lack of power 
older people have as a collective group in society, health services and 
resources for them can be reduced without much resistance and complaint. 
Another perspective was that the allocation of limited resources to older 
people was somehow considered a waste: 
 “/ƚŚŝŶŬƚŚĂƚ ?ƐƉŽƐƐŝďůǇƚŚĞǁŽƌƐƚŽĨƚŚĞƉƌĞƐƵŵƉƚŝŽŶƐĂŶĚǇŽƵ
know, there's a sort of undeservingness. People think of older 
ƉĞŽƉůĞĂƐĂĚƌĂŝŶŽŶŽƵƌƉƌĞĐŝŽƵƐƌĞƐŽƵƌĐĞƐĂŶĚƐŽŽŶ ? ?
Participant 4, Consultant Doctor 
This participant described what he thought was a dominant societal belief; 
that effort, time, and money spent on younger people was considered to be a 
more worthwhile endeavour. He explained that when an issue affects the 
standard of care for younger people, there is more likely to be societal outcry 
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which successfully drives improvement of these services. However, the same 
does not happen with concerns which affect only older patients:  
 “dŚĞƉĞŽƉůĞǁĞĚĞĂůǁŝƚŚƚĞŶĚƚŽďĞƚŚĞŵŽƐƚĚŝƐĂĚǀĂŶƚĂŐĞĚ
because they are relatively voiceless.  The pressure to improve 
services is less. Given the choice between a young mother with 
breast cancer wanting Herceptin and a number of older people in 
ĂĐĂƌĞŚŽŵĞ ?ƚŚĞǇŽƵŶŐŵŽƚŚĞƌ ?ƐĂůǁĂǇƐŐŽŝŶŐƚŽǁŝŶ ? ? 
Participant 4, Consultant Doctor 
When identifying the source of this apparent bias, some participants 
mentioned the entertainment media and the news media, suggesting that 
older people are either not represented in the media or are portrayed badly. 
A few participants mentioned that ageist comments or beliefs were 
sometimes expressed by older people themselves as if they agreed with, or 
had internalised, societal perceptions of those in their age bracket. There was 
also the suggestion that younger individuals tend to avoid the subject of older 
people because it makes the idea of growing old salient and they would 
rather not think about the topic: 
 “ ?ŶŽ-ŽŶĞǁĂŶƚƐƚŽƚŚŝŶŬĂďŽƵƚŐĞƚƚŝŶŐŽůĚ ?KůĚŝƐŶŽƚƐĞǆǇ ?ŝƚ ?Ɛ
ŶŽƚĂĚǀĞƌƚŝƐĞĚ ?ŝƚ ?ƐŶŽƚŝŶƐŽĐŝĞƚǇ ?ĞǀĞŶƚŚŽƵŐŚŽƵƌƐŽĐŝĞƚǇ ?Ɛ
ŐĞƚƚŝŶŐŽůĚĞƌ ?ƚŚĞƉŽƉƵůĂƚŝŽŶĂƐĂǁŚŽůĞ ?ŽůĚĞƌƉŽƉƵůĂƚŝŽŶ ?ĚŽŶ ?ƚ
have as much of a vocal voice. ? 
Participant 21, Consultant Doctor 
Some participants described the importance of personal and familial beliefs in 
the value an individual ascribes to older people in general. Participants 
reported that some of their beliefs about older people derived from their 
family and cultural background and their relationships with older relatives. It 
was also suggested that change in older patients ? services needs to be 
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accompanied by societal and cultural change whereby families take on 
greater responsibility in looking after their older members: 
 “ ?ƚŚĞƌĞƐŚŽƵůĚďĞĂƐŽĐŝĂů ?ĐƵůƚƵƌĂůĐŚĂŶŐĞĂŵŽŶŐĨĂŵŝůŝĞƐ ?ǇŽƵ
know they should start looking after older people, so I think that 
ŶĞĞĚƐƚŽŚĂƉƉĞŶĂƐǁĞůůĂŶĚǁĞĂƌĞƐƚƌƵŐŐůŝŶŐ ? ? 
Participant 6, Consultant Doctor 
 
6.4.1.2   Exclusion in policy and research 
Some participants, mostly consultant doctors from different disciplines, 
commented on the lack of medical research involving older patients and a 
general disinterest in involving older patients in the improvement of health 
service design and delivery. Possible reasons for this included ƉĂƌƚŝĐŝƉĂŶƚƐ ? 
beliefs that researchers held misconceptions or stereotypes (i.e. cognitive 
beliefs) of older patients which may not be true. Examples of these 
stereotypes included the belief that older patients may be challenging to 
work with, or may not understand or comply with research instructions. The 
additional complication of obtaining ethical approval to research a population 
of which a proportion will have mental capacity issues, affecting their ability 
to consent, was mentioned by a few participants. These participants 
suggested researchers may therefore exclude older patients in medical 
research to make it is easier to obtain NHS ethical approval. 
One participant, a consultant surgeon who conducted clinical trials with older 
patients, described the underrepresentation of older patients in medical 
research in great detail. He suggested that the barriers to including older 
patients in medical research was not simply a case of active discrimination, 
but a more subtle lack of interest by scientists and researchers in matters 
relating to the older patient population. He described his experience of failed 
recruitment of older patients to a trial, which he believed was a result of 
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oƚŚĞƌƌĞƐĞĂƌĐŚĞƌƐ ?ůĂĐŬŽĨŝŶƚĞƌĞƐƚin older patient health care matters, rather 
than their active discrimination: 
 “So for example if I want to run a study, they would not be a 
ďĂƌƌŝĞƌƚŽƐĂǇ ? ‘KŚĚŽŶ ?ƚƌĞĐƌƵŝƚĂŶǇƉĂƚŝĞŶƚƐ for these studies 
because they are for older people ? ?ƚŚĞǇǁŽŶ ?ƚĚŽƚŚĂƚ ?DŽƐƚ
ƉĞŽƉůĞĚŽŶ ?ƚ ?dŚĞďĂƌƌŝĞƌĐŽƵůĚďĞƚŚĂƚ ? things would be just 
ĨŽƌŐŽƚƚĞŶĐŽŵƉůĞƚĞůǇďĞĐĂƵƐĞƚŚĞǇŚĂǀĞŶŽŝŶƚĞƌĞƐƚ ? ?
Participant 25, Consultant Doctor 
This participant believed that a great barrier to researching issues relevant to 
the older patient population was the doctors and researchers themselves. 
This participant then described examples of studies investigating older 
patient treatments that he and his research team had obtained ethical 
approval for, yet they had to close them as they failed to recruit enough 
participants. He explained that the doctors who were recruiting for the study 
did not believe in it and therefore failed to recruit for it. This was despite 
attempts to teach the doctors that the study was trying to address an as-yet-
unanswered question about the best type of cancer treatment for older 
patients: 
 “ ?we invited an expert in psychosocial oncology to come to talk 
ƚŽƵƐ ?ŶĚƐŚĞĐŽƵůĚƐĞĞfrom the body language of the clinicians 
ĂĐƚƵĂůůǇƚŚĞǇǁĞƌĞŶ ?ƚďĞůŝĞǀŝŶŐ ?ŝŶ ?ƚŚĞƚƌŝĂů ?^ŽƚŚĞƌĞĨŽƌĞƚŚĞǁĂǇ
that they talked to patients would have been different.  So they 
ĚŽŶ ?ƚ believe that we should use nonƐƵƌŐŝĐĂůƚƌĞĂƚŵĞŶƚ ?And so 
my feeling is that one of the barriers is us, rather than patients 
ĂĐƚƵĂůůǇ ? ?
Participant 25, Consultant Doctor 
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This participant also described how the drive to treat everyone the same 
could be negatively affecting older patients because older patients are 
different. It may therefore be inappropriate to treat them the same as 
younger patients. He claimed that older patients tend to have illnesses and 
disorders that are more likely to affect them than a younger person, as well 
as different social and rehabilitation needs. As a consultant surgeon, he also 
pointed out that cancer in the older patient can be medically and biologically 
different to that in younger patients. As a result of these differences, this 
participant believed the key to better care was different treatments for older 
patients, and he advocated researching personalised treatment for older 
patients. HŽǁĞǀĞƌƚŚŝƐǁĂƐŝŶĐŽŶĨůŝĐƚǁŝƚŚƚŚĞE,^ ?ƐĐƵůƚƵƌĂůĚƌŝǀĞƚŽƚƌĞĂƚ
everyone the same. He expressed the belief that until doctors and 
researchers accept and recognise the differences between older and younger 
patients, older patients will not receive the most appropriate care. 
A few participants, all consultant doctors, commented on the vested interest 
from organisations which serve to prioritise other groups of people over older 
patients, due to the monetary advantages of doing so. The pharmaceutical 
industry and support groups funded by pharmaceutical companies were 
identified as influencing public opinion in a way that is beneficial for their 
products and their profit. They argued that if a particular group does not 
engage in public debate or influence public opinion on where public spending 
should be allocated, will be left at a greater disadvantage:  
 “/ƚŚŝŶŬĚƵƌŝŶŐƚŚĞĚĞĐĂĚĞĚƵƌŝŶŐǁŚŝĐŚŽůĚĞƌƉĞŽƉůĞ ?ŵĞŶƚĂů
health and learning disabilities were termed priority services, the 
proportion of spending on those three actually went down.  So, 
you know, the vested interest within the system always seem to 
find a way to get themselves prioritised, you know.  That's what, 
you know, interest and advocacy groups are there for, you know, 
ĚŝĂďĞƚĞƐ ?ĐĂŶĐĞƌ ?ŚĞĂƌƚĚŝƐĞĂƐĞ ?ǇŽƵŬŶŽǁ ?ƚŚĞǇ ?ƌe all fighting 
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their corner for public attention and public sympathy. So, I 
suspect we're always going to be fighting a losing battle. And 
another aspect of the interest of the job is to try and engage in 
those battles.  If you just sit back and do your job you're liable to 
be left out, left behind ĚŝƐĂĚǀĂŶƚĂŐĞĚ ? ? 
Participant 4, Consultant Doctor 
 
6.4.1.3   The extended wait for discharge 
Amongst participants, across the levels of seniority and specialty background, 
one of the most commonly mentioned sources of frustration and 
dissatisfaction pertaining to the hospital care of older patients, even in 
general settings, concerned older ƉĂƚŝĞŶƚƐ ?Ğǆƚended wait for a safe discharge. 
Once a doctor or medical team had completed their medical care and the 
older patient was deemed medically fit for discharge, the patient sometimes 
needed to wait for a care package to be put in place to ensure his or her 
safety upon leaving the hospital. During this time, the older patient had to 
remain in hospital as it was deemed unsafe to go home and this was 
ƐŽŵĞƚŝŵĞƐƌĞĨĞƌƌĞĚƚŽĂƐĂ ‘ĚĞůĂǇĞĚĚŝƐĐŚĂƌŐĞ ?. Typically, putting a care 
package in place took weeks, and in some cases, months, and participants 
commonly reported frustration for a number of reasons, including the risk to 
the older patient ?s health by keeping them in hospital. Additionally, the 
patient is taking up a bed which the hospital could use to treat other patients: 
 “ǀĞƌǇƐŝŶŐůĞĚĂǇŝƚŝƐŵŽƌĞĨƌƵƐƚƌĂƚŝŶŐ ?zŽƵŐĞƚƉĂƚŝĞŶƚƐƚŚĂƚ have 
been medically fit since the day after they came in and have been 
ƚŚĞƌĞĨŽƌĂŵŽŶƚŚĂŶĚƚŚĞŶƚŚĞǇŐĞƚƉŶĞƵŵŽŶŝĂ ?/ƚ ?ƐŶŽƚŽŶůǇ
frustrating for us but it is dangerous for patients ? 
Participant 18, Junior Doctor 
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Three consultant doctors reported that slow discharge arrangements were 
the result of a fragmentation between the Health Service and the Social 
Services, which are separate and independent from each other. However, 
they are both reliant on each other to deliver older patient care: 
 “dŚĞĨƌƵƐƚƌĂƚŝon I think comes from the fact that we are so 
dependent on each other; first of all the resources we have, but 
also on other agencies and possibly the fragmentation in the 
system.  You know we're working in a relatively small part of a 
very big system that involves primary care and social services and 
care homes and so on that we have been progressively excluded 
ĨƌŽŵ ?/ƚŚŝŶŬŽǀĞƌ ? ?ǇĞĂƌƐŽƌƐŽ ? ? 
Participant 4, Consultant Doctor 
The resulting divide between the services that were responsible for providing 
care for older patients, namely, primary care, secondary care and social 
services, is evident in cases of the older patient who may have to remain on a 
hospital ward for one month waiting for a care package to be put in place. 
One of the consultant doctors explained that caring for older patients in 
hospital settings is frustrating because the doctor is powerless to improve 
discharge arrangements, yet has to deal with the consequences when 
discharge is slow: 
 “>Ğƚ ?ƐƐĂǇŝĨǇŽƵƚĂŬĞĂŶŽůĚĞƌƉĞƌƐŽŶǁŚŽǇŽƵwant to try to get 
home or they need to get into, they need to go to a nursing home,  
you've been through the process and it turns out they actually 
need special care.  Then you have to wait for somebody to come 
from that nursing home to assess them to say if they're very 
complex, for a nurse assessor to come iŶĂŶĚƐĂǇ ? ‘ǇĞƐƚŚĞǇŶĞĞĚ
ŶƵƌƐŝŶŐĐĂƌĞ ? ?ǇŽƵ ?ƌĞůŝŬĞ ? ‘/ŬŶŽǁ ?.  Then that process takes a 
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couple of days.  Then you have to wait then for a nursing home to 
be found.  All this sort of time delay that ƐĞĞŵƐƵŶŶĞĐĞƐƐĂƌǇ ? ? 
Participant 9, Specialist Registrar Doctor 
The delays in discharge and the reliance on other services were often 
described as most extreme on geriatric wards or stroke wards, but regularly 
occurred on general medical wards as older patients make up most of the 
hospital population in general medical specialties. It was explained that some 
other specialties, such as surgical specialties, do not need to engage so 
heavily with other services and therefore the medical care they provide is 
more autonomous: 
 “ ?ŝĨǇŽƵǁĞƌĞĂƐƵƌŐĞŽŶĂŶĚǇŽƵǁĞƌĞŽŶǇŽƵƌǁĂƌĚƌŽƵŶĚĂŶĚ
you were told that this person is waiƚŝŶŐĨŽƌĂŶƵƌƐĞ ?ǇŽƵ ?ƌĞũƵƐƚ ? ‘I
don't wanna hear about it.  It's not my problem. Sort it out, tell 
me when it's done ?.  Whereas we feel that that is part of the 
process and we engage on that, probably the consequence being 
ƚŚĞĨƌƵƐƚƌĂƚŝŽŶƐƚŚĂƚĐŽŵĞǁŝƚŚďƵƌĞĂƵĐƌĂĐǇ ? ?
Participant 9, Specialist Registrar Doctor 
Many participants blamed the social care system (social services) for the slow 
and inefficient services which resulted in delayed discharges on the hospital 
wards for older patients. Participants generally reported that social services 
were too understaffed to conduct their work in a timely fashion. One 
participant described her frustration with having to encounter the effects and 
pressures relating to delayed discharges when they were not responsible for 
holding up the system in the first place. Therefore, if social services took a 
long time, it was often the doctors who had to deal with the consequences 
and stresses caused by the delay, rather than social services: 
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 “/ƚŚŝŶŬŵĂŬŝŶŐƚŚĞŵ ?ƐŽĐŝĂůĐĂƌĞƐĞƌǀŝĐĞƐ ?ĂďŝƚŵŽƌĞ ĞƐƉŽŶƐŝďůĞ
for patients who are sitting here just waiting for carers because I 
ƚŚŝŶŬƚŚĞǇĚŽŶ ?ƚŚĂǀĞƚŽĚĞĂůǁŝƚŚƚŚe patient or the relatives or 
ƚŚĞƉĂƚŝĞŶƚŐĞƚƚŝŶŐƐŝĐŬǁŚŝůĞƚŚĞǇ ?ƌĞǁĂŝƚŝŶŐĨŽƌĂĐĂƌĞƉĂĐŬĂŐĞ
 ‘ĐĂƵƐĞƚŚĞǇ ?ǀĞƉŝĐŬĞĚƵƉĂŶŝŶĨĞĐƚŝŽŶŝŶŚŽƐƉŝƚĂů ?ŽƌƚŚĞĨĂĐƚƚŚĂƚ
ǁĞ ?ƌĞŐĞƚƚŝŶŐĞŵĂŝůƐƚŽƐĂǇ ‘ƚŚĞƌĞ ?ƐďĞĞŶ ? ? ?ƉĞŽƉůĞŝŶ
[Emergency Department] today, please try and discharge as many 
people as you can ? ?^ŽǁĞ ?ƌĞŐĞƚƚŝŶŐƉƌĞƐƐƵƌĞĨƌŽŵƵƉŽŶŚŝŐŚďƵƚ
ǇĞƚǁĞĐĂŶ ?ƚŐĞƚƚŚĞƐĞƉĞŽƉůĞŽƵƚŽĨŚŽƐƉŝƚĂůĂŶĚƚŚĞǇĚŽŶ ?ƚŶĞĞĚ
ƚŽďĞŚĞƌĞ ?ĂŶĚ/ĚŽŶ ?ƚƚŚŝŶŬƐŽĐŝĂůĐĂƌĞƐĞĞƚŚĂƚŽƌŵĂǇďĞƚŚĞǇĚŽ
ďƵƚũƵƐƚĚŽŶ ?ƚƐĞĞŵƚŽďĞ ƵŶĚƵůǇďŽƚŚĞƌĞĚďǇŝƚ ? ?
Participant 13, Consultant Doctor 
Interestingly, medical students and junior doctors expressed confusion about 
social care processes involved in discharge arrangements for older patients. 
One participant described knowing the terms used as reasons for a delayed 
discharge but did not really understand what the terms meant: 
 “/ƚŚŝŶŬĨŽƌƵƐũƵŶŝŽr doctors, /ĚŽŶ ?ƚŬŶŽǁŝĨŝƚ ?ƐũƵƐƚƚŚĞĐĂƐĞĨŽƌ
me ďƵƚ/ĨŝŶĚ/ ?ŵǀĞƌǇŚĂǌǇĂďŽƵƚƚŚĞŬŶŽǁůĞĚŐĞŽĨǁŚĂƚŚĂƉƉĞŶs 
in terms of that social care ? the reason why things are being 
delayed, the reason why orders needs to be sorted before the 
patient can go home, because  ‘social sorting ? is just a term in my 
ŚĞĂĚ ?/ŵĞĂŶ/ĚŽŶ ?ƚŬŶŽǁƚŚĞĨƵůůĚĞƚĂŝůƐŽĨŝƚ ?^Ž ŝŶƚŚĂƚǁĂǇ/
think as junior doctors we do need a bit of education in terms of 
why older patients can have delays in their care. ?   
Participant 24, Junior Doctor 
6.4.1.4   Staffing levels 
Participants typically expressed dissatisfaction with staffing levels in the 
hospital, and claimed that this directly affected the care they could offer to 
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older patients. A few participants noted that the number of older patients 
coming to hospital is increasing and set to increase further, but the resources 
assigned to the care of older patients, even in general settings, do not appear 
to be increasing at the same levels.  It must be noted that those who 
described the lack of staff often reported that geriatric wards seemed to have 
the most disproportionate resource allocation. One participant described the 
understaffing of the geriatric wards compared to other specialties: 
 “dhe wards are very badly staffed in terms of junior doctors, so if 
you would look at a respiratory ward, for example, you might 
have 28 patients and you might have two registrars, you might 
have two SHOs [senior house officers/junior doctors] per team 
and you might have two house officers [junior doctors] which 
ĞƋƵĂƚĞƐƚŽƉƌŽďĂďůǇĞŝŐŚƚĚŽĐƚŽƌƐŽŶƚŚĞǁĂƌĚƐĂŶĚŚĞƌĞǁĞ ?ǀĞ
got three, sometimes four. SŽǇŽƵ ?ƌĞƌƵŶŶŝŶŐĂƚŚalf capacity 
ďĞĐĂƵƐĞƚŚĞŝůůƵƐŝŽŶŝƐƚŚĂƚƚŚĞƌĞ ?ƐůĞƐƐǁŽƌŬƚŽĚŽŝĨƉĞŽƉůĞĂƌĞ
ĞůĚĞƌůǇ ?ďƵƚƚŚĂƚ ?ƐĐĞƌƚĂŝŶůǇŶŽƚƚŚĞĐĂƐĞ ?KĨƚĞŶǁĞ ?ƌĞƐƚƌĞƚĐŚĞĚƚŽ
ĐĂƉĂĐŝƚǇ ?ǁĞ ?ƌĞƌƵŶŶŝŶŐĂƌŽƵŶĚůŝŬĞŚĞĂĚůĞƐƐĐŚŝĐŬĞŶƐ ? ?
Participant 7, Trainee Specialist Doctor 
Participants who commented on the limited staff in geriatrics settings tended 
to specify that there were also not enough members of support staff, such as 
nurses, specialist nurses, physiotherapists, occupational therapists and 
cognitive therapists. These were all described as being understaffed in the 
hospital, in favour of allocating resources to the management of the hospital: 
 “dŚĞƌĞ ?Ɛ far too little spending resources for services like 
occupation therapy and cognitive therapy, far too much 
ĞǆƉĞŶĚŝƚƵƌĞŽŶƚŚŝŶŐƐůŝŬĞŵĂŶĂŐĞŵĞŶƚ ?ŶĚƚŚĂƚ ?ƐďĂƐŝĐally the 
biggest problem base in the NHS in general but that particularly 
pertains to the oldĞƌƉĂƚŝĞŶƚ ? ?
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Participant 17, Trainee Specialist Doctor 
The dissatisfaction with staffing levels appeared to stem from the stress and 
frustration that participants faced, due to the resource allocation decisions of 
others, such as those in management or in government. Doctors and other 
members of the medical team are left with the stresses and strains of 
managing older patients in very difficult and resource-limited circumstances. 
Despite these factors, it is often the individuals caring for older patients in 
hospital who get blamed when older patient care is deemed substandard: 
  “/ƚŝƐĞǆĐĞĞĚŝŶŐůǇƐtressful.  Sometimes ? the frustrations are 
internal to the organisation.  So for example shortly before you 
came in, a senior nursing colleague came in expressing a great 
deal of frustration about staffing levels and how we can cope 
with some very disturbed patients at the moment without 
bringing in additional staff to help look after them,  that the 
organisation is saying it can't afford ? We all know the sort of the 
regulatory, the press environment, the dignity and nutrition 
audits that CQC are doing, all the scandals.  You know the whole 
thrust of those is that it is bad individuals that are driving them.  
Well I can tell you that it's not those bad individuals, its 
individuals trying their best usually within highly constrained and 
inadequate systems.  The deceit or the dishonesty is to try to 
blame the individuals rather than the choices around resource 
ĂůůŽĐĂƚŝŽŶĂŶĚƐŽŽŶ ? ?
Participant 4, Consultant Doctor 
One senior doctor explained that being understaffed meant that she often 
had to do the work that was typically done by more junior members of the 
team in the past, and this was an unfortunate waste of her expert knowledge. 
Another senior doctor explained that being understaffed left him with a large 
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administrative burden which was an inefficient use of his time and expertise. 
A trainee specialist in geriatrics described the frustration of working in the 
discipline, which was chronically understaffed at her hospital, as being so 
difficult that it made her question her specialty choice: 
 “ ?this is like my tenth dĂǇŝŶĂƌŽǁŚĂǀŝŶŐǁŽƌŬĞĚ ?So I feel 
ďƌŽŬĞŶ ?/ŐĞƚŚŽŵĞĂƚƚŚĞĞŶĚŽĨƚŚĞĚĂǇ ?/ĨĞĞůůŝŬĞ/ ?ǀĞŚĂĚĂĐƌĂƉ
day, feel frustrated and it makes you want to do other things 
sometimes.  You know what else can I do that will give me an 
easier life like GP, dermatology, what could I do?  But I know that 
ĂƚƚŚĞĞŶĚŽĨƚŚĞĚĂǇ/ĞŶũŽǇǁŚĂƚ/ ?ŵĚŽŝŶŐƐŽ/ǁŽƵůĚŶ ?ƚĐŚĂŶŐĞ ?
but it does, it (a) makes you question what you do and it (b) 
makes you very frustrated and it makes you bring work home ? ? 
Participant 7, Trainee Specialist Doctor 
This participant also explained that due to the understaffing of the geriatrics 
ward, she not only worked many hours in the week, but this negatively 
affected her career and training because she spent so much time on the 
wards: 
 “ ?ǀĞƌǇŽĨƚĞŶ/ĂŵŚĞƌĞǁŚĞƌĞ/ƉƌŽďĂďůǇƐŚŽƵůĚŶ ?ƚďĞ ?/ƉƌŽďĂďůǇ
should be doing other things to further my career and my 
ƚƌĂŝŶŝŶŐ ?tŚĞƌĞĂƐ/ƚŚŝŶŬŝŶŽƚŚĞƌƐƉĞĐŝĂůƚŝĞƐŝĨǇŽƵ ?ǀĞŐŽƚŵƵĐŚ
more support, more junior staff, more senior staff then it means 
you can be free sometimes to go off and do other things without 
ĨĞĞůŝŶŐƚŚĂƚǇŽƵ ?ƌĞŶĞŐůĞĐƚŝŶŐƚŚĞǁĂƌĚ ? ?
Participant 7, Trainee Specialist Doctor 
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6.4.1.5   Bed pressures 
A few consultant geriatricians reported the steadily decreasing bed 
allocations for older patients in geriatrics settings over the last five decades, 
despite the fact that the older patient population is increasing as people are 
living longer. The problem of how beds are utilised was mentioned more 
often than the number of beds available. Due to the long process of safely 
discharging an older patient from hospital, the patient may have to wait in 
hospital for weeks. In these cases, the older patient has been declared 
medically fit for discharge but needs to go to a safe environment. As the 
medical team wait for the social care package to be organised, the patient 
ǁŝůůƐƚĂǇŽŶƚŚĞŚŽƐƉŝƚĂůďĞĚ ?ǁŚŝĐŚƐŽŵĞƉĂƌƚŝĐŝƉĂŶƚƐƌĞĨĞƌƌĞĚƚŽĂƐ ‘ďĞĚ-
blockinŐ ? ?ĐŽŶƐƵůƚĂŶƚ doctor described bed-blocking: 
 “/ƚŚŝŶŬƚŚĞƌĞ ?ƐƚǁŽƚǇƉĞƐ P ƚŚĞƌĞ ?ƐƚŚĞƉĞŽƉůĞǁŚŽŶĞĞĚ
rehabilitation who genuinely should come to a geriatric service, 
ƚŚĞŶƚŚĞƌĞ ?ƐƉĞŽƉůĞǁŚŽĚŽŶ ?ƚŶĞĞĚĂŶǇƌĞŚĂďŝůŝƚĂƚŝŽŶ ?ƚŚĞǇŶĞĞĚ
to leave the hospital.  So bed blocking is those people who are 
waiting for a nursing home or a care package who just need to 
ůĞĂǀĞƚŚĞŚŽƐƉŝƚĂů ?ƐŽŵĞŽĨƚŚĞƐƉĞĐŝĂůŝƐƚƐǁŽƵůĚƐĂǇ ‘ǁĞůůƐŚĞ ?Ɛ
eighty, could the geriatricians not take her off and free up my 
surgical bed so I can ŚĂǀĞƐŽŵĞďŽĚǇĞůƐĞŝŶ ? ?ƵƚƚŚĂƚǁŽƵůĚďĞ
ǁŚŽůůǇŝŶĂƉƉƌŽƉƌŝĂƚĞďĞĐĂƵƐĞƚŚĂƚƉĞƌƐŽŶĚŽĞƐŶ ?ƚŶĞĚƚŽďĞŝŶĂ
ŚŽƐƉŝƚĂůďĞĚ ?ƐŽŝƚĚŽĞƐŶ ?ƚŵĂƚƚĞƌǁŚĞƌĞǇŽƵƐĞŶƚŚĞƌŝƚǁŽƵůĚƐƚŝůů
ďĞƚŚĞǁƌŽŶŐƚŚŝŶŐƚŽĚŽ ? ?
Participant 13, Consultant Doctor 
The main source of frustration appeared to be having healthy older patients 
using a bed that an unwell patient could be using: 
 “/ƚ ?ƐǀĞƌǇĨƌƵƐƚƌĂƚŝŶŐďĞĐĂƵƐĞǇŽƵŚĂǀĞĂůŽƚŽĨŚŽƐƉŝƚĂůďĞĚƐƵƐĞĚ
ƵƉǁŚĞŶŽƚŚĞƌƵŶǁĞůůƉĂƚŝĞŶƚƐĐŽƵůĚďĞƵƐŝŶŐƚŚĞŵ ?ĂŶĚŝƚ ?Ɛ
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frustrating when patients become unwell when they are medically 
ĨŝƚĂŶĚǁĂŝƚŝŶŐƚŽŐŽŚŽŵĞ ?ďĞĐĂƵƐĞŝŶƚŚĞŽƌǇ ?ƚŚĞǇƐŚŽƵůĚŶ ?ƚďĞ
ŝŶŚŽƐƉŝƚĂůĂŶǇǁĂǇ ? ?
Participant 19, Junior Doctor 
 
6.4.1.6   Time and efficiency pressures 
Most participants described the challenge of dealing with time pressures at 
work, which were attributed to the job requirements of admitting and 
discharging patients as quickly and efficiently as possible. In the case of the 
older patient group, this time pressure was often reported as far greater 
because of the time-consuming processes involved in their medical care and 
the long delays inherent in a number of stages of older patientƐ ? admission 
ĂŶĚĚŝƐĐŚĂƌŐĞ ?dŚĞĐŽŵƉůĞǆŝƚǇŽĨŽůĚĞƌƉĂƚŝĞŶƚƐ ? health, multiple morbidities, 
and cognitive impairments and communication difficulties, often meant that 
most stages of providing medical care for the older patient took longer. Many 
participants described the challenge of providing adequate care for older 
patients whilst also trying to deal with the time pressures that arise from 
governmental time targets (such as ensuring patients presenting to the 
Accident and Emergency department are seen within four hours). This is as 
well as any additional efficiency requirements internal to the organisation, 
such as from managers or executives of the NHS trust. When discussing time 
pressures in the NHS generally, one participant reported that the emphasis 
on efficiency was the main experience she remembered of her time as a 
junior doctor: 
 “ ? my lasting memory of being an intern is just it's about 
efficiency, it's about having the extras done, making sure the 
person is down to x-ray, making suƌĞƚŚĞďůŽŽĚ ?ƐŐŽŶĞŽĨĨ ?/f they 
ŚĂǀĞŶ ?ƚŚĂƉƉĞŶĞĚ, making sure that you do them, you know, 
making sure the drug cards are rewritten and the prescriptions 
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are written.  It's not about standing at the end of the bed and 
ŐŽŝŶŐ ? ‘ǁŚĂƚ ?ƐŐŽŝŶŐŽŶŚĞƌĞ ? and ǁŽƌŬŝŶŐƚŚƌŽƵŐŚĂĚŝĂŐŶŽƐŝƐ ? ? 
Participant 9, Specialist Registrar Doctor 
A few medical students reported some instances in which they had spent a 
long time taking a history from an older patient, only to later realise that 
efficiency was valued above detailed and accurate history-taking: 
 “/ƌĞŵĞŵďĞƌĂƐĂŵĞĚŝĐĂůƐƚƵĚĞŶƚ ? seeing a patient and taking 
the history and I spent absolutely ages with them and I think this 
ŐƵǇǁĂƐĚĞĂĨĂŶĚĐŽƵůĚŶ ?ƚůŝƉƌĞĂĚ, so I literally had to write out 
ĞǀĞƌǇƐŝŶŐůĞƋƵĞƐƚŝŽŶĂŶĚ/ĐĂŵĞĂǁĂǇĨƌŽŵƚŚĂƚĨĞĞůŝŶŐƚŚĂƚŚĞ ?Ě
really benefitted just from soŵĞŽŶĞƚĂŬŝŶŐƚŚĞƚŝŵĞƚŽůŝƐƚĞŶ ?
And then I remember, like, I think presenting the history to a 
registrar or something, and they were like ? “ǁŚy did waste your 
ƚŝŵĞĚŽŝŶŐƚŚĂƚ ? ? ? 
Participant 16, Junior Doctor 
Some participants provided context to the need to be efficient and deal with 
time pressures, beyond that of meeting government targets. The reality 
facing medical staff was that time spent with each patient needed to be 
limited in order to ensure equality of care. Spending a long time with one 
older patient may mean that others do not receive the same quality of care: 
 “.. ƚŚĞǇ ?ǀĞŐŽƚƚŽĂŶĞĨĨŝĐŝĞŶƚ ?ĚĞƉĂƌƚŵĞŶƚĂŶĚŽŶĞŽĨƚŚĞ
things they said to us was,  ‘If you spend an hour with every 
ƉĂƚŝĞŶƚ ?ƚŚĞŶǇŽƵ ?ǀĞŐŽƚƚŽƚŚŝŶŬĂďŽƵƚŝƚĂƐ ?ǇŽƵ ?ƌĞŶŽƚƐƉĞŶĚŝŶŐ
time with other patients. So even ƚŚŽƵŐŚǇŽƵ ?ƌĞŐŝǀŝŶŐƚŚĞŵĂ
ǀĞƌǇŐŽŽĚƐĞƌǀŝĐĞ ?ǇŽƵ ?ƌĞŐŝǀŝŶŐŽƚŚĞƌƉĞŽƉůĞĂǀĞƌǇƉŽŽƌƐĞƌǀŝĐĞ ?. 
^ŽǇŽƵ ?ǀĞŬŝŶĚŽĨŐŽƚƚĂƐƉƌĞĂĚǇŽƵƌƐĞůĨŵŽƌĞƚŚŝŶůǇƚŚĂŶƚŚĂƚ ?ŶĚ
as with everything, the NHS has only a finite amount of doctors, 
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of money, blah blah blah, so you do have to, as I said before, you 
ĐĂŶ ?ƚƐƉĞŶĚĂŶŚŽƵƌǁŝƚŚĞǀĞƌǇƉĂƚŝĞŶƚ ?ƚƌǇŝŶŐƚŽŐĞƚĂŚŝƐƚŽƌǇŽƵƚ
ŽĨƚŚĞŵ ? ?
Participant 16, Junior Doctor 
A number of participants reported that time and efficiency pressures meant 
they could not provide the standard of care for older patients that they would 
like to, or expect of themselves, as doctors or future doctors. This resulted in 
them feeling that they had not satisfactorily completed the job to their own 
standards, leading to a sense of dissatisfaction. Participants who were 
specialised in geriatric medicine typically reported that the time and 
efficiency pressures that affect ŽůĚĞƌƉĂƚŝĞŶƚƐ ?ĐĂƌĞ in most medical 
specialities are exaggerated for those working in geriatrics. She explained that 
the time pressured environment, coupled with resource challenges in 
geriatrics, serve to make this line of work even more challenging. 
 
6.4.2  Dealing with a highly complex patient group 
6.4.2.1   Dealing with communication difficulties 
Dealing with older patients who have a higher incidence of communication 
difficulties was mentioned as a challenge and source of frustration. A typical 
difficulty involved not being able to get appropriate or useful answers to 
questions relating to the symptoms or medical history of the older patient. 
This could still occur even if the patient ?s carer was present during the 
medical encounter as there is only so much that can be answered on behalf 
of the patient: 
 “ ?ĐĞƌƚĂŝŶůǇǁŚĞŶƉĞŽƉůĞŚĂǀĞŐŽƚĚĞŵĞŶƚŝĂ ?ŝƚ ?Ɛ ?ŝƚ ?ƐĨƌƵƐƚƌĂƚŝng. 
zŽƵ ?ǀĞŐŽƚĂůůƚŚĞƋƵĞƐƚŝŽŶƐŝŶǇŽƵƌŚĞĂĚƚŚĂƚǇŽƵǁĂŶƚƚŽĂƐŬ ?ƚŽ
ƚƌǇĂŶĚĞůŝĐŝƚǁŚǇƚŚĞǇ ?ǀĞĨĂůůĞŶĂŶĚǇŽƵĐĂŶ ?ƚ ?ŶĚďĞĐĂƵƐĞ
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ƚŚĞƌĞ ?ƐŽŶůǇƐŽŵƵĐŚǇŽƵĐĂŶĂƐŬƚŚĞĐĂƌĞƌƐ ?ƚŚĞǇĐĂŶ ?ƚƚĞůůǇŽƵŝĨ
ƚŚĂƚƉĂƚŝĞŶƚ ?ƐŚĂĚĐŚĞƐƚƉĂŝŶŽƌƐǇŵƉƚŽŵƐŽĨĂǁĂƚĞƌŝŶĨection or 
whatever, so I think dementia is a really difficult thing to deal 
ǁŝƚŚ ? ?
Participant 16, Junior Doctor 
Following communication difficulties with an older patient, a few participants 
also described the frustration of not knowing the best way to proceed with 
medical care and treatment due to a lack of medical information on the older 
patient. This was an unavoidable part of caring for older patients in hospital 
settings, because communication difficulties are part of illness symptomology. 
Nevertheless, it made the doctors life more difficult and was described in 
terms of a source of frustration: 
 “/ƚŚŝŶŬƚŚĞĨƌƵƐƚƌĂƚŝŽŶŽĨŶŽƚŬŶŽǁŝŶŐǁŚĂƚ ?Ɛ ?ŽĨǁŚĞƌĞƚŚĂƚ
patient is in their life ? /ĨƚŚĞƌĞ ?ƐĐŽŵŵƵŶŝĐĂƚŝŽŶĚŝĨĨŝĐƵůƚŝĞƐ or 
ŵŽďŝůŝƚǇĚŝĨĨŝĐƵůƚŝĞƐǇŽƵ ?ƌĞŶĞǀĞƌƐƵƌĞǁŚĞƚŚĞƌƚŚĂƚ ?ƐĂĐƵƚĞŽƌ
chronic or whatever ?tŚĞŶǇŽƵŚĂǀĞŶ ?ƚŐŽƚƚŚĂƚĂĐƵƚĞ
ŬŶŽǁůĞĚŐĞĂďŽƵƚǁŚĂƚ ?ƐŚĂƉƉĞŶŝŶŐ ?ƚŚĞŶǇŽƵƌƚĞŶĚĞŶĐǇŝƐ to 
overtreat or perhaps undertreat, if you make assumptions. ? 
Participant 16, Junior Doctor 
 
6.4.2.2   Perceived mismanagement of care 
Some participants described great dissatisfaction and frustration at 
witnessing the mismanagement of an older patient ?s care by other doctors. 
This was mostly described by those specialised in geriatrics or stroke 
medicine, which may be attributable to the fact that these doctors are in the 
best position to identify the inadequate care and treatment of older patients, 
due to their expertise in complex care and frailty. These participants reported 
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feeling frustrated when they identified older patients whose care appeared to 
be mismanaged or inadequate at the hands of doctors working in different 
specialities: 
 “ ? when I worked [on] general medical on calls, / ?ĚďĞĐĂůůĞĚƚŽ
the orthopaedic ward to see elderly people that have been 
operated on that were very ill and you can see the steps that have 
led to them getting ill. So, ƚŚĞǇ ?ǀĞďĞĞŶŐŝǀĞŶůŽĂĚƐŽĨĨůƵŝĚŽƌ
ƚŚĞǇ ?ǀĞŶŽƚŚĂĚƚŚĞŝƌWĂƌŬŝŶƐŽŶ ?ƐƚĂďůĞƚƐŽƌƐŽŵĞďŽĚǇ ?ƐŶŽƚ
ŶŽƚŝĐĞĚƚŚĂƚƚŚĞŝƌŝŶĨůĂŵŵĂƚŽƌǇŵĂƌŬĞƌƐĂƌĞĐůŝŵďŝŶŐŽƌƚŚĞǇ ?ƌĞ
ŐĞƚƚŝŶŐŵŽƌĞĐŽŶĨƵƐĞĚĂŶĚŝƚ ?ƐƌĞĂůůǇĨƌƵƐƚƌĂƚŝŶŐ ?
Participant 7, Trainee Specialist Doctor 
However, mismanagement of older patient care could arise from outside the 
hospital setting. One participant described the frustration that she felt when 
an older patient came to hospital, having not had good quality care from a 
General Practitioner in the community. This participant was particularly 
frustrated when she encountered patients who had been prescribed large 
amounts of medications, which may have actually served to endanger their 
health rather than protect it: 
 “/ƚŚŝŶŬĐĞƌƚĂŝŶůǇƐŽŵĞƚŚŝŶŐƚŚĂƚ/ ?ǀĞŬŝŶĚŽĨƚĂŬĞŶŽŶďŽĂƌĚ
because I want to become a GP is that often older people are on 
like 10, 15 different medications and being on so many 
medications, it is a risk factor for falling, so I think that, it 
ĨƌƵƐƚƌĂƚĞƐŵĞƐŽŵĞƚŝŵĞƐǁŚĞŶƐŽŵĞŽŶĞ ?Ɛ ? ?ĂŶĚƚŚĞǇ ?ǀĞŐŽƚ
ĚĞŵĞŶƚŝĂĂŶĚƚŚĞǇ ?ƌĞƚĂŬŝŶŐƚŚĞƐĞŵĞĚŝĐĂƚŝŽŶƐĂŶĚǇŽƵũƵƐƚƚŚŝŶŬ, 
as a GP, their GP shoulĚŚĂǀĞĂĐƚƵĂůůǇƚŚŽƵŐŚƚ ? ‘ZŝŐŚƚ ?ƚŚĞǇ ?ǀĞŐŽƚ
ĚĞŵĞŶƚŝĂ ?ŝƚĚŽĞƐŶ ?ƚŵĂƚƚĞƌŝĨƚŚĞŝƌĐŚŽůĞƐƚĞƌŽůŝƐŚŝŐŚ ?zŽƵŬŶŽǁ ?
ůĞƚ ?ƐũƵƐƚƐƚŽƉƚŚĞŝƌĐŚŽůĞƐƚĞƌŽůƚĂďůĞƚ ? ?And things like that. ? 
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Participant 16, Junior Doctor 
An important source of dissatisfaction regarding the perceived 
ŵŝƐŵĂŶĂŐĞŵĞŶƚŽĨĐĂƌĞŝŶƚŚĞŽůĚĞƌƉĂƚŝĞŶƚƌĞůĂƚĞĚƚŽ ‘ƐŽĐŝĂůĂĚŵŝƐƐŝŽŶƐ ?Žƌ
 ‘ĂĐŽƉŝĂ ?, whereby the patient is considered to have issues relating to their 
social care (e.g. safety at home) rather than their medical care:  
 “dŚĞĚŽĐƚŽƌĚŝƐĞŶŐĂŐĞƐthe ďƌĂŝŶĂƐƐŽŽŶĂƐƚŚĞǇ ?ǀĞĂƚƚĂĐŚĞĚ
that label to the patient.  It also has some quite negative 
connotations in the respect that a social admission is somehow 
seen as an inappropriate admission, is therefore somehow seen 
as a lesser admission, is therefore somehow seen as requiring less 
careful thought and attention and I think that patients that get 
these labels attached to them often do end up receiving second-
ƌĂƚĞĐĂƌĞ ? ?
Participant 22, Consultant Doctor 
This participant explained why he saw the mismanagement of some patients 
ǁŝƚŚ ‘ƐŽĐŝĂůĂĚŵŝƐƐŝŽŶƐ ?ĂƐĂŐĞŝƐŵ, because they suggest that illness and 
disorders are just part of being old, when sometimes these are signs of 
abnormal and pathological ageing: 
 “ ?ƚŽŵĞƚŚĂƚ ?ƐĂĨŽrm of stark ageism because there are lots of 
ŵĞĚŝĐĂůƚŚŝŶŐƐŐŽŝŶŐŽŶ ?ŝƚ ?ƐũƵƐƚƚŚĂƚďĞĐĂƵƐĞƚŚĞĚŽĐƚŽƌŚĂƐ
ĂƐƐƵŵĞĚƚŚĂƚďĞĐĂƵƐĞƚŚŝƐƉĂƚŝĞŶƚŝƐŽůĚ ?ŝƚ ?ƐĂĐĐĞƉƚĂďůĞĨŽƌƚŚĞŵ
ƚŽŚĂǀĞĚĞĐƌĞĂƐĞĚŵŽďŝůŝƚǇ ?ŝƚ ?ƐĂĐĐĞƉƚĂďůĞĨŽƌƚŚĞŵƚŽďĞ
ŝŶĐŽŶƚŝŶĞŶƚ ?ŝƚ ?ƐĂĐĐĞptable for them to have cognitive 
impairment, and for them not to seek to either understand or 
ĞǆƉůĂŝŶƚŚĂƚĂŶĚƚŚĂƚƚŽŵĞŝƐƵŶĂĐĐĞƉƚĂďůĞ ? 
Participant 22, Consultant Doctor 
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Another source of frustration relating to perceived mismanagement in the 
care of older patients related to resuscitation decisions. This was described by 
one participant who explained that the governmental guidelines regarding 
resuscitation decisions state that if a patient has adequate mental capacity, 
he or she should be informed of their doctor ?s resuscitation decisions. 
However, this participant expressed the belief that this can cause 
unnecessary distress for older patients and that he did not agree with the 
governmental guidelines. Essentially, he appeared to believe that in order to 
follow recommended guidelines regarding resuscitation decisions, he is 
forced to mismanage the care of older patients who may have severe 
dementia or cognitive impairments. This participant felt strongly that this was 
poor care practice and explained that he sometimes ignored the guidelines: 
 “/ŵĞĂŶƚŚĞǁŚŽůĞƌĞ-ƐƵƐƚŚŝŶŐ ?Ɛ ?ŽEŽƚZĞƐƵƐĐŝƚĂƚĞŽƌĚĞƌƐ ?
ďĞĐŽŵĞĂŵĂũŽƌƉƌŽďůĞŵĨŽƌƵƐ ? ?^ŽƚŚĞŐƵŝĚĞůŝŶĞƐĐŚĂŶŐĞĚĂĨĞǁ
ǇĞĂƌƐĂŐŽŝŶƚŚĂƚǇŽƵ ?ƌĞƐƵƉƉŽƐĞĚƚŽĐŽŵŵƵŶŝĐĂƚĞǇŽƵƌ Ğ-sus 
ĚĞĐŝƐŝŽŶƚŽĂƉĂƚŝĞŶƚ ? ?My practise and I think the practise of my 
ĐŽůůĞĂŐƵĞŝƐŽĨƚĞŶŶŽƚƚŽĐŽŵŵƵŶŝĐĂƚĞƚŚĂƚĚĞĐŝƐŝŽŶŝĨŝƚ ?ƐƐŽ
ďůŝŶĚŝŶŐůǇŽďǀŝŽƵƐƚŚĂƚŝƚ ?ƐƚŚĞƌŝŐŚƚĚĞĐŝƐŝŽŶ ?ďĞĐĂƵƐĞŽĨƚĞŶŝƚ
ǁŽƵůĚĐĂƵƐĞĚŝƐƚƌĞƐƐ ? ?
Participant 21, Consultant Doctor 
The following excerpt indicates his frustration regarding the issue of 
resuscitation decisions: 
 “ ?ůĞƚ ?ƐƐĂǇǇŽƵ ?ǀĞŐŽƚĂ ? ?ǇĞĂƌŽůĚǁŚŽ ?ƐŝŶĂŶƵƌƐŝŐŚŽŵĞǁŝƚŚ
COPD [Chronic Obstructive Pulmonary Disease; i.e. has breathing 
difficulties] ĂŶĚĚŽĞƐŶ ?ƚƐĞĞĚĂǇůŝŐŚƚĂŶĚĚŽĞƐŶ ?ƚŐĞƚŽƵƚto the 
ƐŚŽƉƐĂŶĚƚŚĞǇ ?ǀĞĐŽŵĞŝŶǁŝƚŚĂĐŚĞƐƚŝŶĨĞĐƚŝŽŶ ?ƚŚĞƌĞ ?ƐŶŽǁĂǇ
ŽŶĞĂƌƚŚƚŚĂƚ/ ?ŵŐŽŶŶĂƌĞƐƵscitate him or her.  Absolutely no 
ǁĂǇ ?ŶĚƚŚĞŐƵŝĚĞůŝŶĞƐǁŽƵůĚƐƵŐŐĞƐƚƚŚĂƚŝĨƚŚĞǇ ?ƌĞĐŽŵƉŽƐ
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mentis I should be discussing that decision with them. But I think 
ƚŚĂƚĂĐƚƵĂůůǇĐĂƵƐĞƐŵŽƌĞĚŝƐƚƌĞƐƐ ? ‘ĂƵƐĞĞǀĞŶŝĨƚŚĞǇǁĂŶƚƚŚĂƚ
ĚĞĐŝƐŝŽŶĐŚĂŶŐŝŶŐ ?/ ?ŵŚŝŐŚůǇƵŶůŝŬĞůǇƚŽĚŽƚŚĂƚ ? ? 
Participant 21, Consultant Doctor 
 
6.4.2.3   Less opportunity to cure patients 
One of the most commonly reported sources of dissatisfaction associated 
with caring for older patients was reported as rarely being able to cure the 
patient. In fact, the best treatment often appeared to be the prevention of 
secondary problems or worsening of ƚŚĞƉĂƚŝĞŶƚƐ ?symptoms. Participants 
who spoke about the dissatisfaction of treating older patients tended to 
describe the main treatment focus as being the management of symptoms 
and the monitoring of chronic disease. This was reported as being frustrating 
for these participants. Essentially, caring for older patients often required 
doctors to ensure older ƉĂƚŝĞŶƚƐ ?health did not worsen, as opposed to 
actively curing the patients ? illnesses: 
 “ ?ƚŚĞƌĞƐƚŽĨĂƉĂƚŝĞŶƚ ?ƐůŝĨĞŝƐƐƉĞŶƚƚƌǇŝŶŐƚŽƉƌĞǀĞŶƚƚŚĞŵ
having heart attacks and strokes and when they are nearing the 
end of their life it is much more based on keeping them 
comfortable, regardless of whether they are palliative or not, the 
ĂŝŵŝƐƚŽŵĂŬĞƐƵƌĞƚŚĂƚƚŚĞǇĚŽŶ ?ƚŵŝǆƵƉƚŚĞŝƌƚĂďůĞƚƐĂŶĚƚŚĞǇ
ĚŽŶ ?ƚĨĂůůŽǀĞƌĂŶĚďĂƐŚƚŚĞŝƌŚĞĂĚƐĂŶĚ ?/ƚŚŝŶŬƉŽƐƐŝďůǇƚŚĂƚŝƐ
quite frustrating if you have spent the rest of your medical life 
ƚƌǇŝŶŐƚŽƉƌĞǀĞŶƚƚŚŝŶŐƐ ? ?
Participant 18, Junior Doctor 
Another participant stated that a doctor treating older patients may not 
always come to a satisfactory diagnosis and also may not be able to cure the 
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patient, which can feel frustrating. Even if you treat an older patient, their 
recovery may not be visible or dramatic: 
 “/ŶŚŽƐƉŝƚĂůƐ ?/ĚŽŶ ?ƚŐĞƚŚƵŐĞĂŵŽƵŶƚŽĨƐĂƚŝƐĨĂĐƚŝŽŶ/ƚŚŝŶŬ ?ĨƌŽŵ
treating older people beĐĂƵƐĞǇĞĂŚ ?ƚŚĞǇĚŽŶ ?ƚƐƵĚĚĞŶůǇũƵŵƉƵƉ
ĂŶĚƐƚĂƌƚƌƵŶŶŝŶŐĂƌŽƵŶĚĂŐĂŝŶ ? ? 
Participant 19, Junior Doctor 
Another junior doctor described older patients as difficult to treat because 
they may not get better, have multiple illnesses and keep coming back to 
hospital. She described these ĂƐ “ƌĞǀŽůǀŝŶŐĚŽŽƌ ? patients. Many participants 
also commented on the inevitable decline and death of many older patients. 
However those commenting on the futility of caring for older patients tended 
to be medical students and junior doctors. A number of medical students and 
junior doctors reported that they did not get as much satisfaction from 
helping the older patient get better in comparison to a younger patient. For 
example, a medical student spoke about how he felt less is accomplished with 
older patients, in comparison to children, because children may live a further 
50 years: 
 “ĞĐĂƵƐĞI just didn't particularly like, well, maybe that's the 
wrong way of saying it ? ? with older patients you're helping them 
get better and then they'll go home and that's the plan, but 
ultimately it's ĨŝŐŚƚŝŶŐƚŚĞŝŶĞǀŝƚĂďůĞ/ĨĞĞů ?  in paediatrics, which 
is something that I think that I'd like to do, if you can make a 
small child better there's a very good chance that they'll go on 
and live 50, 60, 70 years longer and I think I'd feel like I'd 
ĂĐĐŽŵƉůŝƐŚĞĚŵŽƌĞĨƌŽŵĚŽŝŶŐƚŚĂƚ ? ?
Participant 10, Medical student 
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In stark contrast, doctors of a more senior grade described this matter very 
differently. These participants reported that they found greater satisfaction in 
treating older patients because curing an illness or effecting radical change in 
the older patient feels far more significant and rewarding than treating a 
younger patient. A few geriatricians explained that they were aware that 
many others, especially those not specialised in geriatric medicine, felt less is 
ĂĐĐŽŵƉůŝƐŚĞĚǁŝƚŚŽůĚĞƌƉĂƚŝĞŶƚƐďĞĐĂƵƐĞƚŚĞǇŵĂǇŶŽƚďĞ ‘ĐƵƌĞĚ ? ?,ŽǁĞǀĞƌ ?
geriatricians generally reported that getting the older patient back to their 
best health, or their functioning baseline, is akin to curing. One of these 
participants thought the idea that older patients often cannot be cured was 
short-sighted, and was generally a perception problem on the part of the 
person who subscribes to this view: 
 “ ? ultimately getting people back to baseline, sorting the 
ƉƌŽďůĞŵŽƵƚŝƐƚŚĞŬĞǇ ?if you treated an older person with 
pneumonia they may still be doddering about, walking with a 
ƐƚŝĐŬďƵƚďĞŚĂƉƉǇ ?ǇŽƵ ?ǀĞĐƵƌĞĚŚĞƌ/ƚŚŝŶŬ ?^Ž/ƚŚŝŶŬƚŚĂƚ ?ƐĂ
short-ƐŝŐŚƚĞĚĂƉƉƌŽĂĐŚƌĞĂůůǇ ?/ĚŽŶ ?ƚƚŚŝŶŬǁĞƐŚŽƵůĚůŽŽŬĂƚŝƚ
ƚŚĂƚǁĂǇ ? ?
Participant 6, Consultant Doctor 
Interestingly, a consultant in stroke medicine explained that she was aware 
that doctors differed on the point at which they thought care was futile for 
older patients. However, she continued to provide older patients with the 
care they needed until she was confident that she had exhausted all the 
available options. This participant was senior to junior doctors and so could 
dictate the level of care. Nevertheless she was aware that, in some cases, 
junior doctors did not see the opportunity to make a difference to an older 
patient:  
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 “ŶĚ/ŬŶŽǁƐŽŵĞƚŝŵĞƐƚŚĞũƵŶŝŽƌĚŽĐƚŽƌƐĂƌĞƚŚŝŶŬŝŶŐ ‘ǁŚǇĂƌĞ
ǇŽƵĚŽŝŶŐƚŚŝƐ ? ?Ƶƚ/ĂůǁĂǇƐƚŚŝŶŬŝƚ ?ƐǁŽƌƚŚĂƚƌǇĂŶĚƐĞĞ ?ĂŶĚ
ƚŚĞĚŽĐƚŽƌŝƐŶ ?ƚŐŽŝŶŐƚŽƐĂǇĂŶǇƚŚŝng one way or the other to 
me ?/ƚŚŝŶŬǇŽƵĐĂŶƚĞůůĨƌŽŵƚŚĞŝƌĨĂĐĞƚŚĂƚƚŚĞǇĚŽŶ ?ƚ
necessarily agree with it, but I think you can never say something 
ŝƐĨƵƚŝůĞƵŶƚŝůǇŽƵ ?ǀĞŬŝŶĚŽĨĞǆŚĂƵƐƚĞĚĂůůƚŚĞƉŽƐƐŝďŝůŝƚŝĞƐ ? ? 
Participant 13, Consultant Doctor 
 
6.4.2.4   Intellectual challenge 
In contrast to the description of the nodes outlined above, participants 
described the challenge of diagnosing and treating complex medical problems 
as a source of satisfaction when treating older patients. Many participants 
expressed the belief that those working in specialties in which older patients 
make up most of the patient load, such as diabetes and endocrinology, stroke 
medicine and geriatric medicine, tended to thrive on this complexity. Doctors 
working in general settings (where older patients make up approximately half 
of the patient load) often acknowledged the complexity and  “academic 
challenge ? of treating older patients. However, they tended to report that 
they did not want to do this kind of work exclusively: 
 “ ?ŝƚŝƐĂďŝŐĐŚĂůůĞŶŐĞ ?as I said, with what we call polypharmacy 
and managing dementia and managing their social situation and 
all ŽĨƚŚĂƚŬŝŶĚŽĨƚŚŝŶŐ ?ŝƚ ?ƐƐŽŵĞƚŚŝŶŐ/ĂŵŝŶƚĞƌĞƐƚĞĚŝŶďƵƚ ?/
ĐŽƵůĚŶ ?ƚĚŽƚŚĂƚĂůůŽĨŵǇƚŝŵĞ ? ? 
Participant 16, Junior Doctor 
Generally doctors working specialties such as geriatrics and stroke medicine 
(in which almost all of the patients will be over 65 years old) described the 
satisfaction they felt from the intellectual challenge of solving the complex 
problems that commonly present in older patients. Of these doctors, many 
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reported that complex care requires good clinical knowledge and problem-
solving skills and many described the diagnostic challenge as detective work. 
The intellectual challenge in treating this patient group was an important 
source of their job satisfaction and an emotional reward to the work: 
 “ ?ƉĂƌƚŽĨƚŚĂƚƌĞǁĂƌĚŝƐƚŚĂƚƚŚĞǁŽƌŬŝŶŝƚƐĞůĨŝƐŝŶƚĞůůĞĐƚƵĂůůǇ
challenging and is very, very complex and most Geriatricians I 
ŬŶŽǁŐĞƚĂ ? sort of kick out of complexity ?dhat ability to sit 
down with a really difficult problem, work at it with a patient and 
a family and help to solve it.  The complexity exists in lots of 
ĚŝĨĨĞƌĞŶƚůĞǀĞůƐ ?ǁŝƚŚ'ĞƌŝĂƚƌŝĐŵĞdicine you start off with a 
nonspecific presentation that diverges into multiple pathologies 
which are influenced by external factors like cognition and social 
things ?ŝƚ ?ƐůĞƐƐůŝŬĞĂůŝŶĞĂƌĚŝĂŐƌĂŵĂŶĚŵŽƌĞůŝŬĞĂƐƉŝĚĞƌ
diagram, lots of different influences.  And the ability to make 
sense of that and to find a way through that, to navigate that is 
one of the things that I think really appeals about Geriatric 
medicine.  So I think every single aspect of it is more complicated, 
ƚŚĂƚ ?ƐƉĂƌƚŽĨƚŚĞĨƵŶ ? ? 
Participant 22, Consultant Doctor 
Another geriatrician remarked that the complexity and the analytical nature 
of treating older patients were important to his experience of job satisfaction: 
 “My job is never boring.  If I was doing hernias all day every day 
or even cardiac catheterisation all day every day I would be bored, 
you know.  So there is no way in which I am a technician or a 
glorified technician.  What I like is I like the thinking, I like the 
detective work.  I like the analytical work in unravelling problems 
and trying to find practical solutions.  So that's the interest and 
ƚŚĞƐĂƚŝƐĨĂĐƚŝŽŶĐŽŵĞƐĨƌŽŵƚŚĞŝŶƚĞƌĞƐƚ ? ? 
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Participant 4, Consultant Doctor 
Another participant, a consultant in respiratory medicine, described how 
geriatricians see the most challenging cases. This is because many of older 
patients admitted to geriatric wards have already been seen by community 
doctors who have not been able to address the underlying health issues and 
have, therefore, recommended the older patient for hospital treatment. In 
some cases, the patients on geriatric wards will have also been seen by acute 
medical physicians, such as those in the Emergency Department, who have 
also been unable to diagnose and treat the patient. As a result of this, older 
patients sent to geriatric wards typically have extremely complex medical 
health needs, which are challenging and complex to treat.  
6.4.2.5   Variety of work 
Participants ? descriptions on the variety of the work when dealing with older 
patients in any setting, were polarised. Those specialised, or intending to 
specialise, in settings which they believed were not comprised of mostly older 
patients (such as surgical specialties), tended to remark on the unvaried and 
boring nature of working with older patients. A number of these participants 
reported that seeing the same presentations repeatedly had contributed to 
their perceptions that treating older patients was not varied or particularly 
satisfying: 
 “/ƚŚŝŶŬŝƚ ?ƐďĞĐĂƵƐĞŝƚƉĂƌƚŝĐƵůĂƌůǇĚĞƉƌĞƐƐĞƐŵĞŝŶ ? ?ƚŚĞ
number of old pĞŽƉůĞ/ƐĞĞƚŚĂƚŚĂǀĞŚĂĚĨĂůůƐ ?/t feels like I see 
more older people than I probably do, because every time I pick 
ŽŶĞƵƉ ?/ ?ŵũƵƐƚůŝŬĞ ? ‘Oh no, another old person with a fall ? ?
Participant 16, Junior Doctor 
In contrast to this view, doctors who had specialised in a branch of medicine 
in which older patients made up almost all the patient load, such as stroke 
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and geriatric medicine, described a completely different picture. These 
participants generally reported that the variety of their work was one of the 
benefits, as they were not limited to treating the issues associated with a 
single organ or biological system, which is often the case with most other 
branches of medicine. In fact, geriatrician participants tended to report that 
they thought other specialists ? jobs appeared boring and lacking in variety in 
comparison to their own. This is despite the general reputation of many of 
these specialties as being interesting and exciting. Here, a geriatrician 
describes his perception of cardiology, a prestigious branch of medicine, as 
dull and unrewarding due to the lack of variety in the job: 
 “ĂƌĚŝŽůŽŐǇ ?/ůŽŽŬĞĚĂƚƚŚŽƐĞŐƵǇƐĂŶĚ/ƚŚŽƵŐŚƚ ‘ĐƌŝŬĞǇ/
ǁŽƵůĚŶ ?ƚǁĂŶƚƚŽƐƉĞŶĚĂůůĚĂǇŝŶĂĐůŝŶŝĐƐĞĞŝŶŐƚŚĞƐĂŵĞ
ƉƌĞƐĞŶƚĂƚŝŽŶĂůůĚĂǇ ?ŽƌǀĞƌǇƐŝŵŝůĂƌƉƌĞƐĞŶƚĂƚŝŽŶƐĂůůĚĂǇ ? ?ĂĐŚĞƐƚ
pain clinic now I ƚŚŝŶŬǁŽƵůĚďŽƌĞŵĞƚŽƚĞĂƌƐ ?/ ?ŵƐƵƌĞƚŚĂƚƚŚĞ
anatomy is very interesting but just doing multiple catheter lists 
day in day out. The idea of ? spending lots of days in theatre 
doing very similar sorts of operations day in day out, and not 
speaking to my patient ?Ƶƚ/ ?Ějust find it very dull I think ? ? 
Participant 22, Consultant Doctor 
 
6.4.2.6   Working as a team 
Participants across specialties reported that caring for older patients often 
required teamwork and team decision-making, which was frequently 
ƌĞƉŽƌƚĞĚĂƐďĞŝŶŐůŝŶŬĞĚƚŽŽůĚĞƌƉĂƚŝĞŶƚƐ ?ƚĞŶĚĞŶĐŝĞƐƚŽŚĂǀĞmultiple 
morbidities. As a result, specialties such as geriatric medicine and stroke 
medicine tended to have a teamwork ethos, because teamwork was needed 
to achieve the most appropriate care. Therefore, working as a team and 
engaging with other specialties were often mentioned as defining 
characteristics of geriatric and stroke medicine.  
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Those who spoke about increased levels of teamwork, when caring for older 
patients, tended to report it in positive terms. One junior doctor reported 
being able to liaise more with her superior when uncertain about whether an 
older patient should be admitted to hospital, or in assessing the older 
ƉĂƚŝĞŶƚ ?Ɛ ability to communicate and mental capacity. She explained that the 
teamwork ethos, that was encouraged when caring for older patients, 
resulted in her feeling comfortable in consulting her superior and asking 
questions. Usually, she reported that felt she should not ask questions as 
others may see her as a weak (i.e. not confident in making decisions) or 
unknowledgeable doctor.  
The focus on teamwork seemed to inspire and motivate some participants. 
Reflecting on where she obtained her job satisfaction, one participant 
describes the influence and importance of teamwork in making the decision 
to specialise in geriatric medicine: 
 “/ĨĞůƚůŝŬĞ/ŬŶĞǁǁŚĂƚǁĂƐŐŽŝŶŐŽŶ ?/ĨĞůƚ/ĐŽŶŶĞĐƚĞĚǁŝƚŚŶŽƚ
only the seniors and the consultants that I was working with, but I 
connected with the OTs, the physios, discharge people and I felt 
ƌĞĂůůǇƉĂƌƚŽĨĂƚĞĂŵĂŶĚ/ƚŚŽƵŐŚƚǁŽǁƚŚŝƐŝƐƌĞĂůůǇǁŚĂƚ/ ?ŵ
ĞŶũŽǇŝŶŐ ?/ŐĞƚǁŚĂƚƚŚŝƐŝƐĂďŽƵƚ ?
Participant 7, Trainee Specialist Doctor 
Another geriatrician explained how those working in geriatric medicine will 
fundamentally have to work as part of a team, and ideally, enjoy working in 
this manner: 
 “/ƚ ?ƐŶŽƚƚŚĞƚǇƉĞŽĨƐƉĞĐŝĂůƚǇƚŚĂƚĂƚƚƌĂĐƚƐǇŽƵƌŽƌƚŚŽƉĂĞĚŝĐ
surgeon mentality is probably my best way of putting it.  You 
know you fundamentally have to be a team player.  You have to 
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work as part of that team.  You have to understand that what you 
ĐŽŶƚƌŝďƵƚĞǁŚŝůĞŝŵƉŽƌƚĂŶƚŝƐŶ ?ƚĞǀĞƌǇƚŚŝŶŐ ? ? 
Participant 9, Specialist Registrar Doctor 
 
6.4.3  Improving older patients ? quality of life 
6.4.3.1   Getting the patient out of hospital safely 
One of the most commonly reported sources of satisfaction when treating 
older patients, in any setting, was the reward experienced when participants 
felt that they had helped ensure older patients remained safe during their 
admission and after discharge. During the hospital admission, participants 
reported the need to monitor older patients closely so as to avoid 
complications and secondary illnesses. After this, trying to ensure that the 
discharge was safe and the older patient remained safe following discharge, 
was a way in which a number of participants derived satisfaction and 
emotional reward: 
 “/ƚĚŽĞƐŶ ?ƚŵĂƚƚĞƌŚŽǁůŽŶŐŝƚƚĂŬĞƐďƵƚ/ƚŚŝŶŬ ?ǇŽƵŬŶŽǁ ?ŝŶƚŚĞ
diagnosis and the treatment and gettŝŶŐƚŚĞŵŚŽŵĞƐĂĨĞůǇƚŚĂƚ ?Ɛ
ƐƵƌĞůǇũŽďƐĂƚŝƐĨĂĐƚŝŽŶ ? 
Participant 13, Consultant Doctor 
Trying to improve factors in the older patient ?Ɛ home environment was a 
frequently reported example of a way in which participants felt satisfied they 
had increased the safety of the patient. A number of participants reported 
the satisfaction of knowing that the older patient would be safer in the future 
as a result of the efforts made to improve social and environmental factors, 
some potentially dangerous, which may have contributed to their hospital 
admission: 
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 “ŐŽŽĚƉĂƚŝĞŶƚŝƐƐŽŵĞďŽĚǇƚŚĂƚǇŽƵƐĞŶĚŚŽŵĞŽƌďĂĐŬƚŽ
ǁŚĞƌĞǀĞƌƚŚĞǇĂƌĞŐŽŝŶŐ ?ĂŶĚƚŚĞǇ ?ƌĞƐĂĨĞĂŶĚǇŽƵŬŶŽǁƚŚĞǇĂƌĞ
not going to fall over again and their family are completely aware 
of where their condition is up to. ? 
Participant 18, Junior Doctor 
 
6.4.3.2   Supporting the patient and their family 
Supporting the older patient and their family was reported as involving, both, 
elements of satisfaction and dissatisfaction. Some participants felt that they 
could make a difference through good communication with the older patient 
and their family members, which they reported as rewarding. As previously 
described, older patients in hospital are at risk of becoming lonely and 
isolated and some participants found that they could relieve some of the 
boredom and isolation by interacting with them: 
 “/ĨŽƵŶĚŝƚǀĞƌǇƌĞǁĂƌĚŝŶŐƚŽŐŽĂŶĚƐƉĞĂŬƚŽŵǇƉĂƚŝĞŶƚũƵƐƚ
because it clearly made his quality of life so much better because 
he was really, really bored and sŽĞǀĞŶůŝƚƚůĞƚŚŝŶŐƐůŝŬĞƚŚĂƚ ? ?
Participant 10, Medical student 
Finding satisfaction in talking to older patients was commonly reported by 
medical students. This may have been because communicating with older 
patients is one of the few ways in which medical students can make a 
difference to older ƉĂƚŝĞŶƚƐ ?ůŝǀĞƐ ?ĂƐƚŚĞǇĂƌĞŶŽƚǇĞƚƋƵĂůŝĨŝĞĚĚŽĐƚŽƌƐ and so 
cannot dictate medical care: 
 “EƐƉĞĐŝĂůůǇĂƐĂŵĞĚƐƚƵĚĞŶƚ ?ǇŽƵĚŽŶ ?ƚĂůǁĂǇƐŐĞƚƚŽĐŽŶƚƌŝďƵƚĞ
that much.. ?ĂŶĚƐŽŝƚ ?ƐũƵƐƚĂƌĞĂůůǇŶŝĐĞĨĞĞůŝŶŐƚŽŬŶŽǁƚŚĂƚ ? 
ǇŽƵ ?ǀĞĚŽŶĞƐŽŵĞƚŚŝŶŐ ?ĞǀĞŶŝĨŝƚ ?ƐũƵƐƚ ?ǇŽƵ ?ǀĞůŝƐƚĞŶĞĚƚŽthem 
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ĨŽƌ ? ?ŵŝŶƵƚĞƐ ?ŝƚ ?ƐũƵƐƚ ?you can come away feeling quite happy 
ǁŝƚŚǇŽƵƌƐĞůĨ ? ?
Participant 1, Medical student 
When patients had severe cognitive impairments, participants sometimes 
supported the older patient ?s relatives, rather than the patient themselves, 
but some also reported this as rewarding: 
 “ ?you kind of just get used to a different way of being good at 
your job. So again whereas originally you were fixing and you 
ǁĞƌĞĚŽŝŶŐ ?ĂĐƚƵĂůůǇƚŚĞĚŝĨĨĞƌĞŶĐĞƚŚĂƚǇŽƵŵĂŬĞǁŝƚŚǇŽƵƌ
good communication skills and being able to talk to a family, 
ŵĂŬĞƐũƵƐƚĂƐŵƵĐŚĚŝĨĨĞƌĞŶĐĞƚŽƚŚĞƉĂƚŝĞŶƚĐĂƌĞ ? 
Participant 18, Junior Doctor 
In contrast to this, some participants described the difficulty of dealing with 
the older patient ?ƐƌĞůĂƚŝǀĞƐ ? especially those who had unrealistic 
expectations about the ƉĂƚŝĞŶƚ ?ƐŚĞĂůƚŚ ?ƚƌĞĂƚŵĞŶƚĂŶĚĚŝƐĐŚĂƌŐĞ. In some 
cases, participants described relatives having different expectations to the 
older patient, which put the participant in a difficult position. In such cases, 
participants generally reported that they were duty-bound to respect the 
older patient ?s wishes, rather than the relatives, assuming the patient has 
sufficient mental capacity: 
 “Ƶƚ/ƚŚŝŶŬƚŚĞƌĞůĂƚŝǀĞƐĐĂŶŚĂǀĞǀĞƌǇĚŝĨĨĞƌĞŶƚĞǆƉĞĐƚĂƚŝŽŶƐ
ĨƌŽŵǁŚĂƚƐĂǇƚŚĞŝƌƉĂƌĞŶƚ ?ƚŚĞƉĂƚŝĞŶƚ ?ŚĂƐĂŶĚŝƚ ?ƐƚƌǇŝŶŐƚŽ
match those up especially if their parent is able to make decisions 
for themselves and you have relatives who come along and say 
 ‘KŚƚŚĞƌĞ ?ƐŶŽǁĂǇƚŚĞǇĐĂŶŐŽŚŽŵĞ ?ƚŚĞǇǁŽƵůĚŶ ?ƚďĞƐĂĨĞĂƚ
ŚŽŵĞ ? ?ĂŶĚĚŽŶ ?ƚŶĞĐĞƐƐĂƌŝůǇǁĂŶƚƚŽůŝƐƚĞŶƚŽƚŚĞƉĂƌĞŶƚŽƌƚŽƚŚĞ
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hospital staff either.  So I think the challenges can be dealing with 
ĚŝĨĨŝĐƵůƚƌĞůĂƚŝǀĞƐ ? ?
Participant 13, Consultant Doctor 
Another participant described dealing with difficult relatives as the main 
reason why she could not be geriatrician, because they often have to deal 
with older patients ? relatives: 
 “/ĚŽĞŶũŽǇŝƚ ?ŐĞƌŝĂƚƌŝĐŵĞĚŝĐŝŶĞ ?ďƵƚ/ĐŽƵůĚŶ ?ƚĚŽŝƚ ?/ĂŵŶŽƚ
built to be a Geriatrician. I find it very, very, very frustrating and it 
actually surprisingly the thing that is frustrating is not the patient. 
It is more ĞǀĞƌǇďŽĚǇĞůƐĞ ?ƐƉĞƌĐĞƉƚŝŽŶƐ ?/ƚ ?Ɛ very very difficult 
sometimes to get across what you are trying to say when the 
other person  ?ƚŚĞŽůĚĞƌƉĂƚŝĞŶƚ ?ƐƌĞůĂƚŝǀĞ ? ŝƐŶ ?ƚůŝƐƚĞŶŝŶŐƚŽǇŽƵ ?
ĂŶĚŝƚ ?ƐǀĞƌǇǀĞƌǇĨƌƵƐƚƌĂƚŝŶŐĞƐƉĞĐŝĂůůǇǁŚĞŶƚŚĞƉĞƌƐŽŶĨĞĞůƐƚŚĂƚ
they are the only advocate for this patient which in some cases 
ƚŚĞǇĂƌĞ ? ? 
Participant 18, Junior Doctor 
 
6.4.3.3   Providing a good death 
Participants often described the reward they experienced in providing  “a 
good death ? for older patients, and a number of participants reported how 
this was completely unexpected. Participants generally reported providing a 
good death involved good communication with older patients and their 
family members, including explaining what to expect to the patient and his or 
her relatives. A good death also required the management of pain to ensure 
the patient is as comfortable as possible. Here, a consultant doctor reflects on 
how a good and dignified death is important for the older patient and his or 
her relatives, and as a result, is a rewarding experience:  
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 “/ŵĞĂŶ ?ƐŽŵĞŽĨƚŚĞŵŽƐƚƐĂƚŝƐĨǇŝŶŐŵŽŵĞŶƚƐ/ ?ǀĞŚĂĚŝŶ
medicine are relieving pain or providing a good death. And 
ŬĞĞƉŝŶŐƚŚĞĨĂŵŝůǇŽŶďŽĂƌĚ ? ? ‘ĂƵƐĞǁĞ ?ƌĞĂůůŐŽŶŶĂĚŝĞ
someday.  And I can remember having conversations with older 
patients about their death and it being very frank and open and 
actually life-ĂĨĨŝƌŵŝŶŐĨŽƌŵĞ ? ?
Participant 21, Consultant Doctor 
Doctors also have the responsibility to identify when an older patient is 
suffering from an acute illness or dying. Therefore, providing a good death 
involves identification of the cases in which older patients are not acutely ill 
and are not expected to recover. In such cases, the appropriate medical 
decision may be to put the older patient on an  ‘end-of-life care pathway ? 
within an appropriate timeframe. One junior doctor reflected on an incident 
in which she believed an older patient was coming close to death and so 
organised the appropriate care, finding this to be a source of satisfaction: 
 “&ŽƌŵĞ ?ŽŶĞŽĨƉƌŽďĂďůǇƚŚĞŵŽƐƚƌĞǁĂƌĚŝŶŐƚŚŝŶŐs I do, that, 
ǁĞůů/ŚĂǀĞĚŽŶĞ ?ŝƐƚŽƉŝĐŬƵƉ ?ǁŚĞŶ/ ?ǀĞŶŽƚŝĐĞĚĂƉĂƚŝĞŶƚŚĂƐ
been deteriorating and to escalate that to a ƐĞŶŝŽƌĂŶĚƐĂǇ ? ‘Can 
you come and look at this persoŶ ?/ƚŚŝŶŬƚŚĞǇ ?ƌĞŐŽŝŶŐƚŽĚŝĞ ? - to 
assess them, ĂŶĚƚŚĞŶƚŚĞǇ ?ůůĂŐƌĞĞĂŶĚŵĂǇďĞput them on the 
LCP, the Liverpool care pathway [an end-of-life care pathway]. 
When you know people are gonna die, and then when they do 
pass away, you ƚŚŝŶŬ ? ‘Well because of me, I had some help in 
that because I helped ensure that person was comfortable when 
they passed away. ? ?
Participant 15, Junior Doctor 
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6.4.3.4   Social justice 
Achieving satisfaction from a sense of social justice was exclusively 
mentioned by doctors who were, or were training to be, geriatricians. These 
participants noted that geriatric care was unpopular, understaffed, and full of 
complex problems. Multiple geriatricians reported that they achieved a sense 
of satisfaction in offering something to an area where other doctors may 
struggle, often due to the complexity of the health issues that affect older 
patients. Since other doctors tended not to want to specialise in geriatric 
medicine, a large and vulnerable population of older patients were left 
without doctors who wanted to care for them and so providing that care was 
rewarding: 
 “,ĞƌĞ ?ƐƐŽŵĞƚŚŝŶŐƚŚĂƚ/ĐĂŶĚŽ ?ƚŚĂƚ/ ?ŵŐŽŽĚĂƚ ?ƚŚĂƚ/ĞŶũŽǇ
doing, but also that no other bugger wants to do as well.  So I can 
ŵĂŬĞĂĚŝĨĨĞƌĞŶĐĞ ? ? 
Participant 22, Consultant Doctor 
The fact that older patients are deserving of good quality care was also 
mentioned and seemed to underpin the job satisfaction these participants 
felt. As such, geriatrician participants found satisfaction in making a 
difference in societal and social terms: 
 “ ?Whereas if you sort of approach it from a more sort of 
ideological or human rights position you're thinking how can we 
make sure that older people have access to good quality care and, 
you know, the intellectual underpinning of that is that doing 
things right makes a difference in terms of death and disability 
and experience. ?  
Participant 4, Consultant Doctor 
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One of the geriatricians also described how those who wanted to work in 
geriatrics tended to have a charitable nature because they are helping those 
in need:  
 “ ?ŝƚ ?ƐĂůŝƚƚůĞďŝƚŽĨƚŚĞ ?ůŝƚƚůĞďŝƚŽĨƚŚĞŵŝƐƐŝŽŶĂƌǇ ?ŝŶĂďŝƚŽĨƚŚĞ
average Geriatrician I think, you know the wanting to go out and 
actually, why do you get into medicine, you get into medicine to 
ŚĞůƉƉĞŽƉůĞƚŚĂƚŽƚŚĞƌƉĞŽƉůĞĐĂŶ ?ƚ ŚĞůƉ ?ƌŝŐŚƚ ? ? 
Participant 22, Consultant Doctor 
 
6.5  Discussion  
This chapter presents ƚŚƌĞĞŵĂŝŶƚŚĞŵĞƐƌĞůĂƚĞĚƚŽĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚical 
ƐƚƵĚĞŶƚƐ ?ĂƚƚŝƚƵĚĞƐƚŽǁĂƌĚ providing care for older patients, with a focus on 
the social and organisational barriers and facilitators of care provision. In the 
interviews, there was an opportunity for participants to describe providing 
care to older patients however they perceived and experienced it. However, 
the resulting data frequently included descriptions of the challenges and 
difficulties of care provision for older patients.  It is important to note that 
participants had the opportunity to describe the provision of older patient 
care in positive terms, but these findings suggest that on the whole, care 
provision was difficult and challenging. 
 
In the first theme presented in this chapter, knowledge and skill development 
through training (Section 6.2), participants described the knowledge and skills 
required to care for older patients. Participants commonly reported the belief 
that their medical training did not emphasise that caring for older patients 
was integral to the work conducted even on general wards. Furthermore, 
their medical education did not provide them with a realistic picture of the 
nature and extent of the older patients they will treat. Knowledge and skill 
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development appeared to depend on gaining practical experience and 
reflecting on that experience in order to improve as a doctor. Indeed, some 
participants questioned whether the skills needed to care for the older 
patient group can actually be taught. Whether appropriate skills can be 
taught or not, participants were generally in agreement that knowledge and 
skill development through formal education and training could be improved 
in some way. For example, a number of participants commented on having 
negative perceptions of older patients or working with older patients that 
were, in hindsight, due to having limited practical experience with older 
patients. This was reported as being due to the limited amount of time spent 
on providing students with an understanding of the health needs and care 
issues affecting the older patient group within the medical curriculum.  
 
The work of geriatricians and the work typically undertaken in geriatric 
medicine were discussed by many participants and formed a subtheme of 
knowledge and skill development through training (Section 6.2.2). Attitudes 
toward the work accomplished in geriatric medicine were often described in 
negative terms. In fact, there was a general devaluation of many aspects of 
geriatric medicine, in comparison to other hospital-based specialties. 
Geriatric medicine was commonly reported to involve abstract skills without 
specific interventions and acute emergencies to deal with. Related to this, it 
ǁĂƐĚĞƐĐƌŝďĞĚĂƐĂ ‘ƐŽĨƚƐƉĞĐŝĂůƚǇ ? ?ŚŝƐƚŽƌŝĐĂůůǇƵŶƉŽƉƵůĂƌǁŝƚŚĂŶ
uncompetitive entry process, and involving slow and boring tasks. There was 
also a lack of understanding of the role of geriatricians, even by participants 
who had completed a rotation in the speciality. In general, participants 
demonstrated a devaluation of geriatric medicine and indicated a reluctance 
to specialise in the field, in comparison to many other specialties of hospital 
medicine and surgery. Those in the geriatric medicine field reported 
awareness that their knowledge and skills were underrecognised by others. 
Participants who had chosen to specialise in geriatric medicine often spoke 
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about the attitudes toward the discipline in historical terms, whereby 
geriatric medicine was neither highly respected nor competitive. Those 
specialised in the field had chosen to specialise years or decades ago, and so 
there still remains the question of how this specialty is perceived by those 
making their career decisions within the current climate (such as junior 
doctors). The finding that many participants reported negative evaluations of 
geriatric medicine was an interesting finding. This finding raises two further 
questions: (1) whether any of these evaluations (e.g. geriatrics is unpopular, 
uncompetitive and boring) are actually linked to characteristics of the older 
patient group; and (2) whether these negative evaluations are present today 
in recently qualified doctors.   
 
Due to the low numbers of junior doctors (those who have completed their 
medical school education and recently begun working as a doctor) in the 
sample, beliefs about specialising in geriatric medicine which are relevant 
today, could not be elicited. Had more junior doctors been included in the 
sample, it would be known with more confidence whether this devaluation of 
geriatric medicine is present today, and whether it actually relates to the 
nature of the job and work environment of a geriatrician. Whilst this study 
indicated that the devaluation of geriatric medicine was related to the job 
rather than the older patients, this study included a diverse sample of 
participants, with some having chosen their specialty two or three decades 
ago. Whether these nodes relating to the devaluation of geriatric medicine 
are present in recently-qualified doctors (as opposed to those who decided 
on their career specialty 10 to 30 years ago), is therefore still unknown. The 
other question that still remains relates to whether, in a recently-qualified 
sample, do any negative evaluations of geriatric medicine relate to the nature 
of the job and work environment or to older patients who are treated on 
geriatric wards? Specifically, geriatricians typically see the most frail and 
often oldest patients in hospital settings. Therefore it should be ascertained 
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with further exploration whether negative attitudes toward geriatrics, or the 
work of geriatricians, may uncover different attitudes (e.g. additional nodes) 
toward the types of older patients who are treated on geriatric wards. This 
will be further explored in the next chapter of this thesis. 
 
The second theme presented in this chapter detailed emotional responses to 
caring for older patients. The emotional responses reported, such as sadness 
and fear, were generally described in negative terms; emotions one would 
prefer to avoid. These included sadness at witnessing loneliness and health 
deterioration in older patients, and fear of not knowing enough or doing 
enough for older patients. It is here that we can see the advantages of 
allowing doctors and medical students to describe emotions as part of their 
attitude, as well as providing contextual information about what may trigger 
these emotions.  
 
There was a notable absence of positive emotions in the attitudes toward 
provision of care for older patients. However, the extent that this would be 
different for any other patient group being cared for cannot be determined. 
The emotions described when working with older patients do warrant further 
investigation; firstly, measurement of the nature and extent of positive and 
negative emotions at work using quantitative measures could provide greater 
confidence in the findings, and illuminate the issue further. Secondly, through 
the measurement of positive and negative emotions experienced when 
providing care for older patients, comparisons can be made with providing 
care for other patient groups (i.e. younger patients). This will help to 
determine whether these emotions are indicative of the job of being a doctor 
or a medical student in general, or relate uniquely to caring for the older 
patient group. Lastly, some measurement of emotions experienced in relation 
to the provision of care for older patients could be useful. This is in terms of 
developing a more detailed understanding of what these emotions are, in 
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what circumstances positive and negative emotions tend to occur, and what 
impact they may have on doctors and medical students caring for older 
patients.  
 
However, positive psychological responses were described in the final theme; 
sources of satisfaction and dissatisfaction. Whilst satisfaction is not an 
emotion but a psychological response (i.e. it would still constitute affective 
information using the tripartite model), participants reported achieving 
satisfaction from some aspects of providing care for older patients. As a result, 
participants described positive affective information relating to providing care 
for older patients (i.e. satisfaction). Unlike the other main themes, sources of 
satisfaction and dissatisfaction featured a number of responses which were 
described in positive terms by participants and were therefore considered to 
be of positive valence. Participants reported satisfaction at improving the 
older patient ?s quality of life, either by getting them back to a safe 
environment or providing an older patient with a comfortable death. 
Providing care for the older patient tended to focus on dealing with complex 
health problems and social issues, and this was reported as dissatisfying by 
some and satisfying by others. Specifically, those who worked predominantly 
with complex older patients (such as those working in geriatrics or stroke 
medicine) found the intellectual challenges and variety and breadth of the 
work to be interesting and satisfying. In contrast, those who had not 
specialised in a specialty dominated by complex older patients (or had not yet 
specialised in any specialty), found the complexity dissatisfying, reporting that 
older patients are difficult to communicate with and often cannot be cured.  
 
Most participants described an imperfect system for providing older patients 
with good quality care, which related to low staffing levels, time and 
efficiency pressures, and bed pressures. Although these are system-wide 
issues, participants reported that the effects of NHS pressures and targets are 
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exaggerated when treating older patients due to the unique and complex 
characteristics of this patient group. This was a commonly reported source of 
dissatisfaction in those who did, and those who did not, specialise in older 
patient care settings. This source of dissatisfaction was reported even in 
general and acute settings and so was not limited to only those dealing with 
highly complex older patients on geriatric wards. As most participants 
described dissatisfaction with how the prevailing system provides a barrier to 
the quality of care they can offer older patients, it is suggested here that this 
finding warrants future investigation. Again, the next steps should be to 
quantitatively explore the nature of job- and work-related satisfaction and 
dissatisfaction in doctors and medical students. This should be done with a 
larger and more representative sample of doctors and medical students, 
measuring job- and work-related satisfaction as it pertains to providing care 
for older patients. Specifically, the findings described here indicate the 
presence of emotions and psychological responses at work which participants 
experienced saliently enough to describe in the interviews. However, these 
findings do not indicate the extent of these emotions and psychological 
responses; instead they indicate their presence, albeit in a small sample. The 
next step for the development of this body of knowledge is the quantitative 
exploration and confirmation of these findings in a larger representative 
sample. 
 
The findings of this study were elicited through the use of a tripartite model 
of attitude structure. By asking interview questions which allowed 
participants to describe their attitudes in cognitive, behavioural and/or 
affective terms, the present study is believed to have allowed for a more 
comprehensive and detailed description  of attitudes toward older patients 
and toward providing their care. To have considered attitudes along a single 
dimension of positive to negative, as described in Chapter 2, would not have 
resulted in the detailed picture of attitudes reported in the findings of this 
 302 6. ATTITUDES STUDY FINDINGS PART TWO 
 
study. Overall, the findings suggest that attitudes toward older patients can 
include cognitive, affective, and behavioural information, but also suggest 
that the contribution of difference sources of information may vary. When 
participants describe older patients, they tended to report mostly cognitive 
information (i.e. beliefs and stereotypes). In contrast, when discussing older 
ƉĂƚŝĞŶƚƐ ?ŚĞĂůƚŚĐĂƌĞŶĞĞĚƐ ?ƉĂƌƚŝĐŝƉĂŶƚƐƚĞŶĚĞĚƚŽƌĞƉŽƌƚďĞŚĂǀŝŽƵƌĂů
information, in addition to cognitive information, such as how the participant 
had typically acted with regard to older patients in the past, and how they 
intended to act in the future. It could be that in order to describe the 
healthcare needs of older patients, participants reflected on examples of 
their own behaviour and how these differed, or often needed to differ, for 
this patient group in comparison to others.  
 
In stark contrast, the findings reported in this chapter showed not only a mix 
of all three components, but also that affective information was often 
described in relation to the provision of care for the older patient, rather than 
the characteristics of the older patients themselves. Participants described 
affective responses to the barriers and facilitators of this care in the social 
and organisational environment. Doctors and medical students frequently 
reported the frustration of not being able to provide the care that older 
patients needed. The nature and challenges of the job were often described 
in negative terms, whereas the older patients and their healthcare needs 
were not. The findings of this study indicate that negative attitudes tended to 
relate to the provision of care for older patients, rather than negative 
attitudes toward older patients themselves. It is possible that participants did 
not feel entirely comfortable sharing negative attitudes toward older patients, 
due to social desirability biases. However, the data stemming from the 
interviews did include negative attitudes and examples of behaviours which 
could be considered socially undesirable, so the extent that this bias affected 
responses was not deemed to be problematic. Furthermore, participants 
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were given the opportunity to describe the prevailing culture in their 
ǁŽƌŬƉůĂĐĞŽƌƚŚĞŝƌƉĞƌĐĞƉƚŝŽŶƐŽĨŽƚŚĞƌƐ ?ĂƚƚŝƚƵĚĞƐƚŽĂůůŽǁƚŚĞŵƚŽƐŚĂƌĞ
socially undesirable attitudes without identification of the individuals 
concerned (See Questions 11 and 12 (ii) in the interview guide, Appendix 6). 
On the whole, the findings presented in these two chapters indicate that 
there is a role for all three components of attitudes when exploring attitudes 
toward older patients and providing their care. However, these findings do 
suggest that the different components of attitudes may contribute differently 
to attitudes toward older patients and attitudes toward providing their care.  
 
It is important to note that this study was conducted in a single NHS trust and 
it cannot be assumed that these findings are generalisable outside of these 
settings. Indeed, some of the findings, especially with regard to the 
organisational barriers to providing care, may be unique to this NHS trust. 
The participant group was obtained through non-probability sampling and it 
is likely that a self-selected sample may have characteristics different to 
members of the same population who did not volunteer to participate. The 
present study does, however, form an important basis from which to 
investigate attitudes in other NHS trusts.  
 
A major strength of this study is that it addresses a gap identified in the 
research literature; this study represents one of the first known attempts to 
conceptualise ĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?attitudes toward older patients 
and their care in a UK setting. Another important strength of the study was 
that it drew on a scientific framework of attitudes (the tripartite model) in 
order to investigate attitude content. By investigating affective, behavioural 
and cognitive information, a picture of attitudes that is rich in detail has 
emerged. Using a scientific framework to investigate attitudes means that the 
findings of this study are underpinned by a psychological theory of attitudes. 
Regardless of the choice of model of attitude structure, the use of 
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psychological attitude theory to investigate attitudes is an important 
departure from the previous literature which has typically ignored scientific 
attitude theory.  
 
The findings from Study 2 serve to demonstrate that attitudes toward older 
patients and providing their care were highly specific to the medical 
encounter between the doctor or medical student and the patient. For 
example, attitudes related to the presentation of the older patient, the 
complexity of their health issues, their communication abilities, and the 
training and skills of the doctor or medical student to enable them to treat 
the patient. The findings from this study are unique to older patients rather 
than older people in general. Therefore, these findings suggest that attitudes 
toward older patients are highly specific to their health and illness status, and 
not simply related to being an older member of society (i.e. an older person 
in general). This finding calls into question the suitability of generalising 
results from questionnaires with an older people focus to the older patient 
population, which, as highlighted in the Study 1 (Section 3.6.1.5), has often 
occurred in past research. In terms of the implication of this finding, it is 
recommended that future research pertaining to attitudes toward older 
patients should use information specific to the medical encounter and use 
older patients rather than older people as the target of investigation in 
questionnaires and interviews.  
 
6.6  Chapter summary 
This chapter presented findings related to providing care for older patients, 
with a focus on the social and organisational barriers which serve to help or 
hinder doctors and medical students. Descriptions and examples of each 
node were provided, followed by a discussion of the main findings reported in 
this chapter. The discussion also included evaluation of the overall study and 
its unique contribution to the research literature. The subthemes relating to 
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the unpopularity and devaluation of geriatric medicine will be further 
explored in the next chapter. This is to determine whether these views are in 
response to the job and work of the geriatrician or in response to 
characteristics of the older patients on geriatric wards in a more recently-
qualified sample of doctors.  
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7. STUDY 3: :hE/KZKdKZ^ ?INTEREST IN A 
GERIATRIC MEDICINE CAREER 
 
7.1  Chapter overview 
This chapter presents a ƐƚƵĚǇŽŶũƵŶŝŽƌĚŽĐƚŽƌƐ ?ďĞůŝĞĨƐĂďŽƵƚƐƉĞĐŝĂůŝƐŝŶŐŝŶ
geriatric medicine. Study 2 indicated that geriatric medicine had long been 
considered an unpopular and uncompetitive speciality. The study reported in 
this chapter therefore explores factors relating to why junior doctors 
(recently qualified doctors) do or do not intend to pursue geriatric medicine 
as a future career. The aim was to further explore whether this decision was 
related to the perceived characteristics of older patients on geriatric wards or 
the nature of the job and work-related factors. The chapter begins by 
describing the study method (Section 7.2), followed by the three main 
themes found as to why junior doctors chose not to specialise in geriatric 
medicine (Section 7.3). A discussion of the study is then provided (Section 
7.4). 
 
7.2  Method 
7.2.1 Study 3 objective 
dŚŝƐƐƚƵĚǇĂŝŵĞĚƚŽĞǆƉůŽƌĞĨĂĐƚŽƌƐŝŶǀŽůǀĞĚŝŶũƵŶŝŽƌĚŽĐƚŽƌƐ ?ĚĞĐŝƐŝŽŶƐƚŽ
pursue or not pursue geriatric medicine as a career choice. The study was 
designed to ascertain whether the low value ascribed to geriatric medicine, 
reported in Study 2, was related to attitudes toward the older patients who 
may be admitted and treated on geriatric wards, or the toward  the job and 
working environment.  
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7.2.2  Recruitment strategy and participants 
Twenty-two junior doctors participated in this study. Of these, 11 participants 
(50%) were in the first year of their foundation training (postgraduate 
training), referred to ĂƐĂŶ ‘& ?ĚŽĐƚŽƌ ? ?dŚĞƌĞŵĂŝŶŝŶŐ ? ?ƉĂƌƚŝĐŝƉĂŶƚƐ(50%) 
were in the second and final year of foundation training, commonly referred 
ƚŽĂƐĂ ‘& ?ĚŽĐƚŽƌ ? ?Nine participants were female (40.9%) and the remaining 
13 were male. Participants were aged between 23 and 34 years, with an 
average age of 26 years. Forty-one per cent of the sample (N = 9) described 
ƚŚĞŵƐĞůǀĞƐĂƐ ‘tŚŝƚĞƌŝƚŝƐŚ ? ?All participants had been working as a doctor 
for between three months and one year and three months. 
 
Interviews took place at one hospital site in the same NHS trust described in 
Study 2 (Section 4.5.1), where the total number of F1 and F2 doctors was 53 
and 64, respectively. Therefore, this study sampled 18.8% of the junior 
doctors working at the hospital site. A list of wards to which junior doctors 
were assigned to was obtained. Wards were selected at random from this list 
and the researcher approached one F1 and one F2 doctor working on the 
selected ward to participate in the study. Twenty-nine doctors were then 
approached to participate in the study, of which 22 agreed and were 
interviewed on the same day or shortly after. Seven doctors agreed to 
participate at a later date but a convenient time and place was not found and 
these doctors were not interviewed. The overall participation rate was 75.9 
per cent.  
 
7.2.3  Procedure and Setting 
All interviews took place in December 2012. Interviews took place in a private 
room on the hospital ward. Prior to the beginning of each interview, each 
participant was given a participant information sheet to read, time to ask 
questions, and a consent form to read and sign. The participant was then 
verbally reminded that the interview would be recorded on a digital voice 
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recorder. The voice recorder was then switched on and the interview 
commenced. Interview duration ranged from approximately eight minutes to 
22 minutes, with interviews lasting 11 minutes on average. At the end of the 
interview, participants were asked to provide their ethnicity and age. The 
audio recordings were transcribed by the researcher and all transcripts were 
checked against the audio recording for accuracy. 
 
7.2.4  Ethical considerations 
This study was reviewed and approved by the University of Nottingham as 
part of the project protocol, and was part of the project which received NHS 
REC approval as described in Study 2. Participants were given a participant 
information sheet (see Appendix 7) and consent form to read and sign (see 
Appendix 8). The data from this study were transcribed by the researcher and 
anonymised. All other ethical considerations relevant to this study were 
described in the methodology chapter for Study 2 (see Section 4.5.5 for 
further details).  
 
7.2.5 Data collection 
The interviews followed a semistructured format as in Study 2 (see Section 
4.3.3 for more detailed description) and were conducted by the researcher. 
None of the interview participants, or those approached for interview, were 
known to the researcher prior to the study. Participants were asked (1) 
whether they had considered, or were currently considering a career in 
geriatric medicine, and (2) why they did or did not want to pursue geriatric 
medicine a future career choice.  
 
7.2.6 Data analysis 
Data were entered into Nvivo (QSR International Pty, Ltd., Version 9, 2010) 
and thematically analysed by the researcher using the same stages of theme 
development detailed in Study 2 (Section 4.5.6). The coding framework was 
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checked by the research supervisor. Theme development was conducted in 
conjunction with the research supervisor and three main themes were found. 
These themes were named and given definition and scope for the coding 
framework. Once the three themes had been defined, all data were 
reanalysed to ensure that it fit the coding framework. The results of the 
second analysis were used. 
 
7.3  Findings 
Across the 22 participants, 14 reported that they had never considered, or 
could not remember considering, geriatric medicine as a specialty choice for 
the future. Seven participants reported that they were willing to consider 
geriatric medicine as a future career, and one participant intended to 
specialise in geriatric medicine. Descriptions as to why geriatric medicine did 
or did not appeal to participants were then explored and this resulted in 
three main themes. These three themes were coded as: (a) limited capacity 
of geriatricians to make a difference, (b) understaffed and overworked, and (c) 
being a generalist. A brief description of the themes and example excerpts 
are provided below. 
 
7.3.1 Limited capacity of geriatricians to make a difference 
Participants described various ways in which they thought geriatric medicine 
was futile or achieved less than other disciplines. Some participants 
expressed the belief that older patients often do not fully recover. It was 
explained that older patients often get well enough to be discharged to a 
different environment, but they may then come back to hospital at a later 
date. As a result, these participants did not feel the medical care they 
provided had achieved a great deal: 
 “/ĚŝĚŶ ?ƚĞŶũŽǇŝƚƚŽďĞŚŽŶĞƐƚ ?/ƚũƵƐƚƐĞĞŵed very drawn out ? it 
ĚŝĚŶ ?ƚĨĞĞůůŝŬĞŵƵĐŚǁĂƐďĞŝŶŐĚŽŶĞ ?/ƚǁĂƐũƵƐƚƐŽƌ
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people back out into the community for them to come back in 
with another UTI [urinary tract infection] or another chest 
infection for us to treat for them to get back out again. It felt like 
a bit of a vicious circle. IƚǁĂƐŶ ?ƚƌĞĂůůǇĂĐŚŝĞǀŝŶŐŵƵĐŚ ? ? 
Interview 3 
Some participants also described the limited power and opportunity to help 
older patients in geriatric medicine settings due to restrictions in how much 
care or treatment the doctor is able to offer them. One participant described 
how older patients on geriatric wards are not generally offered the same level 
of treatment as younger patients, in that they may not be fully investigated or 
offered the same medications as younger patients. As a result, he felt that he 
was restricted in the extent he could care for, and treat older patients and 
therefore did not want to specialise in geriatric medicine: 
 “ŝƚĚŝĚŶ ?ƚĂƚƚƌĂĐƚŵĞĨŽƌŽŶĞƌĞĂƐŽŶ ?ŝƚ ?ƐƚŚĂƚƚŚŽƐĞĞůĚĞƌůǇƉĞŽƉle 
are for some reason deprived from escalation of care, or, I mean 
the normal things you would consider for any young patient, you 
may not consider for an old one, especially giving drugs, going for 
an endoscopy, they end up having more scans but sometimes 
other specialists are less keen on operating on them, doing 
ƚŚĞƌĂƉĞƵƚŝĐƉƌŽĐĞĚƵƌĞƐ ? ? you are looking after the patient but 
ǇŽƵĐĂŶ ?ƚƐŽƌƚƚŚĞŵŽƵƚĨƵůůǇ ? 
Interview 14 
The limited capacity to help older patients in geriatric medicine was 
commonly linked to problems with social services, which participants 
reported as the main reason for delayed discharges. Participants often 
described the extent that the social care and social environment was so 
ŝŵƉŽƌƚĂŶƚƚŽƚŚĞŽůĚĞƌƉĂƚŝĞŶƚ ?ƐŚĞĂůƚŚĂŶĚĨƵƚƵƌĞƐĂĨĞƚǇƚŚĂƚƚŚĞir medical 
care might be secondary to the social care they received: 
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 “ ? ǇŽƵŵŝŐŚƚĨŝǆƐŽŵĞŽŶĞ ?ƐŝŵŵĞĚŝĂƚĞƉƌŽďůĞŵďƵƚĂƚƚŚĞĞŶĚŽĨ
ƚŚĞĚĂǇŝĨƚŚĞƌĞ ?ƐŶŽ ? good social care in place in their day-to-day 
lives or core environment ?ƚŚĞƌĞ ?ƐŶŽƚŵƵĐŚǇŽƵĐĂŶĚŽĨŽƌƚŚĞŵ ?
^ŽǇŽƵ ?ůůďĞƐŝƚƚŝŶŐǁŝƚŚƚŚĞŵĨŽƌĂŐĞƐ ?ǁĂŝƚŝŶŐĨŽƌƚŚĞŵƚŽŐŽƚŽĂ
care home, or back home with a care package. ?   
Interview 12 
A number of pĂƌƚŝĐŝƉĂŶƚƐĚĞƐĐƌŝďĞĚŚŽǁƚŚĞǇƚŚŽƵŐŚƚƚŚĂƚŽůĚĞƌƉĂƚŝĞŶƚƐ ?
medical care and treatment was secondary to their social issues, which put 
these participants off pursuing a career in geriatric medicine. Participants 
tended to describe how much time older patients spent on the geriatric 
wards waiting for social care packages, and how many patients were 
admitted because their home environment was unsafe.  
 
7.3.2  Understaffed and overworked 
Participants who had completed a geriatric medicine rotation as part of their 
junior doctor training often described how difficult it was. These participants 
typically described the understaffing of doctors on geriatric wards, resulting 
in junior doctors being overworked and having to work longer hours than 
they were contracted to: 
 “Ƶƚ/ƚŚŝŶŬƚŚĞŵĂŝŶƌĞĂƐŽŶŝƐĐĞƌƚĂŝŶůǇ ?ŵǇĞǆƉĞƌŝĞŶĐĞŚĞƌĞ
ĐŽŵƉĂƌĞĚƚŽĂůŽƚŽĨƚŚĞŽƚŚĞƌƐƉĞĐŝĂůƚŝĞƐ ?ǇŽƵ ?ƌĞĨĂƌƚŽŽďƵƐǇĂŶĚ
far too overworked. So ultimately it ?s not especially something to 
ĞŶũŽǇ ?tŚĞŶ/ůŽŽŬďĂĐŬĂƚŝƚ ?ǁŚŝůĞ/ ?ǀĞůĞĂƌŶƚĂůŽƚ here, I felt like 
I have been overworked and put under too much pressure here. 
ŶĚƚŚĂƚ ?ƐĐĞƌƚĂŝŶůǇŶŽƚŐŝǀŝŶŐŵĞĂŐƌĞĂƚŝŵƉƌĞƐƐŝŽŶŽĨǁĂŶƚŝŶŐ
to specialise in it in the future.  
Interview 5 
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A few participants explained that having too few doctors on the geriatric 
wards often meant that more senior doctors were inaccessible because they 
were also overburdened. This lack of senior support was described as making 
the geriatrics job even more challenging. As a result, other specialties, which 
did not have understaffing problems, appeared to make more appealing 
career choices: 
 “/ƚǁĂƐŵĂƐƐŝǀĞůǇƵŶƐƵƉƉŽƌƚĞĚ ?ƐŽŝƚǁĂƐŵǇƐĞůĨ, I was an F1 at 
the time, and there was an F2 and we were basically left to look 
after 28 patients every day. We had one consultant ward round a 
ǁĞĞŬ ?ǁĞŚĂĚŶŽƌĞŐŝƐƚƌĂƌŽŶƚŚĞǁĂƌĚ ?ŚĂĚŶŽŝĚĞĂǁŚĂƚǁĞ
were doing, there were no seniors around to sort of put ceilings of 
care on anything. So as far as we knew, we were resuscitating 
everyone, treating everyone fully, everyone was for escalation to 
HDU [High Dependency Unit] to ITU [Intensive Care Unit] ?  ‘ĐĂƵƐĞ
ǁĞĂƐũƵŶŝŽƌƐĐĂŶ ?ƚƐĂǇǁŚĞŶƚŽƐƚŽƉďĂƐŝĐĂůůǇ ?/ƚǁĂƐũƵƐƚƚŽŽďƵƐǇ ?
far, far, too busy for what it was. We were meant to finish before 
five, we never finished before seven on any given day. It got to 
the point where we preferred being on-call or on nights than 
ďĞŝŶŐŽŶƚŚĂƚǁĂƌĚ ? ? 
Interview 10 
Another participant directly compared junior doctor staffing levels in 
different specialties at the hospital to demonstrate why working on the 
geriatric ward was difficult. In his opinion, this also explained why junior 
doctors are put off pursuing the specialty: 
 “If I compare, say, gastro [gastroenterology], there was seven 
juniors on a ward this size. On neuro [neurology], there were five 
ũƵŶŝŽƌƐŽŶĂǁĂƌĚƚŚŝƐƐŝǌĞ ?KŶƚŚŝƐǁĂƌĚ ?ǁĞ ?ƌĞůŽŽŬŝŶŐĂƚƚŚƌĞĞ
juniors ? ^ŽǇŽƵ ?ƌĞŐĞŶĞƌĂůůǇŽǀĞƌǁŽƌŬĞĚĂŶĚǀĞƌǇ, very busy. So 
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ƚŚĞĞǆƉĞƌŝĞŶĐĞŽĨƚŚĞƐƉĞĐŝĂůŝƚǇŝƐŶ ?ƚƌĞĂůůǇƚŚĂƚŐƌĞĂƚĂƚƚŚĞũƵŶŝŽƌ
ůĞǀĞů ? ? 
Interview 5 
One participant explained that due to understaffing problems, he found 
geriatric medicine had more temporary (i.e. locum) consultants on the wards.  
In his experience, these temporary consultants often did not appear to be 
very passionate about the specialty and were therefore uninspiring to work 
with.  
 
Interestingly, the sole participant who wanted to specialise in geriatric 
medicine acknowledged that the specialty did not have enough resources or 
staff to address the current and future needs of the growing older population. 
However, he saw this as a career opportunity. He explained that he was 
willing to work long hours and work hard, and intended on becoming a 
consultant as soon as possible. The challenges associated with geriatric 
medicine presented an opportunity to him, because the field was 
unappealing to others. Furthermore, he believed funding and resources for 
older patients would increase in the future and create more jobs in the field 
of geriatric medicine: 
 “ ? ? ?ŵŽƐƚŽĨƚŚĞďƵĚŐĞƚŽĨƚŚĞĨuture health is going to be on the 
elderly people. I think there are more good scopes and good 
chances of getting more positions in care of elderly. So thats why I 
ƚŚŽƵŐŚƚŝƚ ?ƐĂĨƵƚƵƌĞĨŝĞůĚĂĐƚƵĂůůǇ ?ƵƉĐŽŵŝŶŐĨŝĞůĚ. ? 
Interview 4 
 
7.3.3  Being a generalist 
Some participants explained that geriatric medicine was often difficult due to 
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the complex nature of the health of the older patients who are placed on 
geriatric wards. Furthermore, participants explained that geriatricians have to 
remain very general in terms of their medical and clinical knowledge which 
they tended to report in negative terms because they saw this is challenging. 
As a result, doctors working in geriatric medicine have to know about all 
systems of the body and tend not to be specialists of a single bodily organ or 
biological system: 
 “ ?basically you are a general doctor who can sort out most 
things but you are not specialised in a system. You are specialised 
in seeing patients who are old. So you need to know about 
everything in older people. ?                                                               
Interview 14 
Another participant explained that geriatric medicine is considered  “vague ? 
as a branch of medicine. Additionally, she explained that the ŐĞƌŝĂƚƌŝĐŝĂŶƐ ? 
remit is so large that other specialities and departments in the hospital can 
often justify sending older patients they do not want to deal with to the 
geriatrics ward: 
 “/t ?ƐǀĞƌǇĐŚĂůůĞŶŐŝŶŐ ?ŝŶƚŚĂƚǇŽƵ ?ƌĞŶŽƚũƵƐƚĂĐĂƌĚŝŽůŽŐŝƐƚĚĞĂůŝŶŐ
with just the heart and heart problems ?ǇŽƵ ?ƌĞĚĞĂůŝŶŐǁŝƚŚ
ĞǀĞƌǇƚŚŝŶŐ ?ŶĚǇŽƵ ?ƌĞĞǆƉĞĐƚĞĚƚŽďĞĐĂƵƐĞƚŚĂƚ ?ƐǇŽƵƌƉƌŽĨĞƐƐŝŽŶ ?
The whole hospital technically is under your care if you think 
about the percentage of people over the age of 65 in hospital. It ?s 
probably 90 per cent. Whenever there ?ƐĂƉƌŽďůĞŵ Wlike, even on 
ŚĞƌĞ ?ǁŝƚŚĂŶĞůĚĞƌůǇƉĂƚŝĞŶƚ ?ǁĞ ?ůůũƵƐƚƐĂǇ ‘ƌĞĨĞƌƚŽŚĞĂůƚŚĐĂƌĞŽĨ
ƚŚĞĞůĚĞƌůǇ ? ?ĞĐĂƵƐĞŝƚ ?ƐƚŚĞĞĂƐŝĞƐƚƚŚŝŶŐƚŽĚŽ ? Everyone knows 
their  ?ŐĞƌŝĂƚƌŝĐŝĂŶƐ ? ? job is hard. Everyone just thinks they can 
pone off [get rid of] any elderly patient to them. Because their 
branch is so vague, iĨƐŽŵĞŽŶĞ ?ƐĞůĚĞƌůǇĂŶĚŚĂƐĂŚĞĂƌƚƉƌŽďůĞŵ
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ĂŶĚĐĂƌĚŝĂĐĚŽŶ ?ƚǁĂŶƚƚŽƚĂŬĞƚŚĞŵƚŚĞŶ/ŬŶŽǁƚŚĂƚ/ĐĂŶƉŝĐŬ
up the phone justify getting healthcare of the elderly to come and 
ƚĂŬĞƚŚĞŵ ? ?            
Interview 2 
 
7.4 Discussion 
This study investigated the devaluation of geriatric medicine by asking junior 
doctors whether they intended to, or had considered specialising in this field, 
along with the factors they considered to have influenced this decision. Only 
one participant intended to specialise in geriatric medicine. The majority of 
those interviewed reported that they had not, or could not remember, ever 
considering specialising in geriatric medicine.  
 
Three main themes were identified as to why participants did not want to 
specialise in geriatric medicine. The first theme described how participants 
tended to see the care that geriatricians provided as limited in its ability to 
ŵĂŬĞĂĚŝĨĨĞƌĞŶĐĞƚŽŽůĚĞƌƉĂƚŝĞŶƚƐ ?ůŝǀĞƐ ? These responses often linked the 
difficulty in arranging good social care packages as a barrier to making a 
difference to the lives of geriatric patients.  
 
The second theme described the difficulty of managing the workload on 
geriatric wards due to staffing problems. Participants described the effect of 
not being able to consult senior doctors whilst on their junior doctor rotations, 
and not knowing how best to manage geriatric patients without senior 
guidance.  
 
The final theme concerned how general the specialty of geriatric medicine 
often was. Participants reported that there was a wide range of organs and 
biological systems which a geriatrician would have to know about, and 
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therefore geriatric medicine was not specialised enough for these 
participants to want to pursue it. Geriatricians may see very complex cases, 
and their patients tend to have multiple simultaneous illnesses and be on 
multiple medications. Therefore, having to deal with an age group, rather 
than a biological system, requires geriatricians to be knowledgeable about a 
large range of health problems and illnesses. This was reported in negative 
terms by participants. In addition to this, participants also explained that as 
geriatric medicine is considered such a broad discipline, doctors from other 
specialties can justify sending their most difficult or challenging cases to the 
geriatric ward, which made the job of a geriatrician even more difficult.    
 
Most commonly, participants gave reasons for not wanting to pursue geriatric 
medicine, which related to the nature of the job and working environment. In 
fact, participants rarely described the older patient group or the challenges of 
working with older patients. This confirmed and supported findings from 
Study 2 which linked the devaluation of geriatric medicine to the job and 
working environment rather than older patients.  Furthermore, this study 
investigated this issue in doctors who had recently graduated from medical 
school and had recently begun working as doctors, but were expected to be 
presently considering their future career choice. By asking junior doctors 
about their intentions to specialise in geriatric medicine, and their reasoning 
behind this decision, this study demonstrated that geriatric medicine was not 
particularly popular, nor did it have positive evaluations, in this sample of 
recent graduates.  
 
There were very few positive beliefs regarding the specialty of geriatric 
medicine that arose from the interviews. Most participants reported that 
they did not want to pursue, or could not recall even having considered 
pursuing, this specialty. The one participant who intended to specialise in 
geriatric medicine described career opportunities as his principle reason for 
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choosing this specialty. This participant reported how he expected that, due 
to the ageing population and the lack of doctors able to care for this 
population, he could expect to progress through his career, remaining in 
demand and employed. As such, he expected that his path to becoming a 
consultant doctor would be secure.  
 
The findings of this study are in agreement with the reports from the 
participants in Study 2 that junior doctors do not see the geriatric medicine 
field as an attractive or popular career choice. The findings from senior 
doctors in Study 2 indicated that geriatric medicine is becoming more valued 
at the higher levels of hospital administration and amongst consultant 
doctors from other disciplines. However, they suggested that it was still 
devalued by junior doctors. This could not be explored further in Study 2 due 
to the small amount of junior doctors who participated. Therefore the 
present study was able to go some way in addressing this. 
 
The second purpose of the present study was to determine whether the 
devaluation of geriatric medicine in junior doctors, which was described in 
the findings of Study 2 (Section 6.2.2), was associated with attitudes to the 
older patients who may be admitted and treated on these wards. On 
accounting for their lack of interest in the specialty, most responses related 
to the job, work, and responsibilities of the geriatrician. In fact, few 
participants reported their attitudes toward older patients, even when 
describing the job of the geriatrician. This therefore suggests that it is the 
factors relating to the job, and not the patients themselves, which make this 
an unattractive field to work in.  
 
The present study was a small investigation into whether junior doctors, who 
are shortly to select their career specialty, could describe whether they had 
considered geriatric medicine. The overall findings suggest that geriatric 
 318  ? ?:hE/KZKdKZ^ ?ZZ/EdEd/KE^^dhz 
 
medicine was not highly regarded as a career choice and confirms the 
findings from Study 2, regarding the negative evaluations of geriatric 
medicine, in a group of doctors who have recently graduated from medical 
school. Many participants who gave reasons underlying their decision not to 
pursue geriatric medicine spoke specifically about their experience on a 
recent rotation, especially with regard to how difficult they found the 
rotation and a lack of support as a result of understaffing. Junior doctors did 
not tend to describe older patients (e.g. stereotypes of older patients), as a 
potential reason for the unappealing nature of geriatric medicine. 
Importantly, the study did not find evidence of negative attitudes toward 
older patients.  Instead, the findings indicated that it was typically, work-, job-, 
or system-related factors that appeared to influence their career decision.  
 
As the study was small in scale, it is not generalisable to a population outside 
of those interviewed. Participants were all recruited from the same NHS trust 
hospital, and the extent that findings would be similar in other hospitals is 
unknown. However, the study achieved a participation rate of 75 per cent 
from those approached to take part was achieved, and the resulting sample 
was approximately 19 per cent of the junior doctor population at one hospital 
site. 
 
7.5  Chapter summary 
This chapter described a study of junior doctors which explored reasons as to 
why they did or did not want to pursue a career in geriatric medicine. 
Findings indicated that participants ? experiences of the job and the nature of 
the work on geriatric wards, as well as the difficulties resulting from the 
hospital system and its organisation, contributed to the lack of appeal of 
geriatric medicine. Indeed, the lack of positive responses regarding geriatric 
medicine indicated that it was not highly regarded by participants. Further 
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discussion of the strengths, limitations, and contribution of this work to the 
research literature is present in the next chapter of this thesis.  
 320 8. SUMMARY AND CONCLUSIONS 
 
8. SUMMARY AND CONCLUSIONS 
 
8.1 Chapter overview 
This chapter begins by briefly summarising the contribution of each chapter 
to the overall findings of the thesis and to the research literature. The 
strengths and limitations of the present research are then discussed, and the 
unique contribution of this work to the research literature is described. The 
implications of the main findings and areas for future research are then 
outlined. The chapter closes with the conclusions of the thesis. 
 
8.2  Summary of research findings 
In Chapter 1, the motivation for investigating attitudes toward older patients 
in a UK setting was given. As discussed throughout the chapter, a large 
proportion of the published work on attitudes toward older patients in UK 
settings came from the grey research literature, such as reports on behalf of 
governmental (e.g. Abraham, 2011; Carruthers & Ormondroyd, 2009) and 
not-for-profit organisations (e.g. HAS 2000, 1998). It was proposed that there 
were two notable ways in which the grey research literature had not provided 
an adequate examination of attitudes toward older patients (in any 
healthcare staff population) for theory development. First, the reports 
published in the grey literature had generally failed to conceptualise attitudes, 
or measure attitudes, within any scientific framework of attitudes. Attitudes 
toward older patients were continually investigated through the use of 
anecdotal evidence, such as by investigating individual cases of complaints 
alleging unequal treatment and discrimination of older patients (e.g. 
Abraham, 2011). Second, reports tended to make general recommendations 
to address or change attitudes toward older patients, without providing 
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empirical evidence for these recommendations (e.g. Abraham, 2011; 
Carruthers & Ormondroyd, 2009; Department of Health, 2006; Grattan et al., 
2002). A number of reports concluded that healthcare staff had negative 
attitudes toward older patients, but the reports offered a commentary on 
attitudes rather than empirical investigation (e.g. Carruthers & Ormondroyd, 
2009; Department of Health, 2006; Grattan et al., 2002).   
 
It was argued in Chapter 1 that repetition of the same techniques to describe 
attitudes toward older patients had resulted in the same problem being 
brought to our collective attention again and again. This refers to the 
accumulation of anecdotal evidence with little scientific framework or clear 
report of the study design. As a result of a failure to truly define the problem, 
we do not have the opportunity to define a solution. In the first chapter of 
this thesis, it was proposed that to move forward in the research exploring 
attitudes toward older patients (in any healthcare staff population), we need 
a detailed description of attitude content; essentially a conceptualisation of 
these attitudes. Most importantly, this description of attitudes content 
needed to be elicited through scientific enquiry. This means that these 
attitudes should be informed by a scientific framework and the study method 
should be described to allow it to be replicated and verified in future research. 
 
In Chapter 1, the research literature on ĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?
attitudes toward older patients was then explored. A body of scientific 
research exploring attitudes toward older patients and their care in UK nurses 
and student nurses was identified (e.g. Higgins, Van Der Riet, Slater, & Peek, 
2007; Hope, 1994; McKinlay & Cowan, 2003; McKinlay & Cowan 2006; 
McLafferty, 2007; McLafferty & Morrison, 2004). However, there was no 
corresponding body of literature for UK doctors and medical students and, 
instead, scientific literature had focused on measuring quantifiable indicators 
of ageism (age discrimination; e.g. treatment and service provision for older 
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versus younger patients). As a result, the body of scientific knowledge that 
has been accumulated mainly details worse levels of healthcare service 
provision and quality for patients aged over 65 years than those under 65 (e.g. 
Austin & Russell, 2003; Bond et al., 2003; Dudley & Burns, 1992; Grant et al., 
2000). To clarify, age discrimination is the quantifiable behavioural response 
to a set of discriminatory or negative attitudes (ageism) toward people based 
on age (Levenson, 2003). Therefore, if age discrimination is identified in a 
population, a useful next step is to investigate the possible underlying 
attitudes from which discriminatory behaviours may stem (Levenson, 2003). 
This corresponding body of research investigating the mechanisms (e.g. 
ageism) by which age discrimination may occur was not identified in the 
scientific literature. Whilst the scientific literature indicates that there are 
differential levels of service provision and quality between older and younger 
patients, we therefore do not have a detailed understanding as to why these 
differences may exist, or the factors that have contributed to them. 
Regardless of whether attitudes were considered positive or negative, an 
exploration of doctors ? ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients 
in UK settings was needed.  
 
The first research question outlined in Chapter 1 (Section 1.3) addressed how 
ĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂƚƚŝƚƵĚĞƐƚŽǁĂƌĚŽůĚĞƌƉĂƚŝĞŶƚƐŚĂve been 
investigated in the scientific research literature to date. Although English-
language scientific research on the topic was likely to come from other 
countries, this research question allowed this thesis to describe what has 
been found on the research topic, and how these findings have been elicited. 
Addressing this research question ultimately enabled the discovery of 
suitable methods of investigation for the advancement of scientific 
knowledge on this topic in UK settings. Essentially, the strengths and 
weaknesses from the worldwide scientific research pertaining to the topic 
was analysed to inform future investigation in UK settings. 
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Chapter 1 also introduced the second research question (Section 1.3) which 
addressed how ĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ? attitudes toward older 
patients and their care could be conceptualised in a UK setting. After 
consulting the grey research literature, it was clear that any investigations 
that would address this research question should make use of the scientific 
research on attitudes to inform study design. Specifically, research 
ŝŶǀĞƐƚŝŐĂƚŝŶŐĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂƚƚŝƚƵĚĞƐƐhould endeavour to 
operationalise attitudes in line with a theory of attitudes in order to ensure 
these investigations are scientifically adequate (e.g. Eagly & Chaiken, 1993; 
Rosenberg & Hovland, 1960). Therefore, an examination and description of 
the dominant topics in the scientific research literature on attitudes was 
required. Attitude theory was discussed in the second chapter of this thesis. 
 
Chapter 2 presented the main debates in the scientific research literature on 
attitudes, including the debate on attitude structure which exists to the 
present day. It was explained that, whilst some attitude theorists consider 
attitudes to be the level of favour or disfavour toward a target, which is 
known as the unidimensional model of attitude structure (Eagly & Chaiken, 
1993), others have argued that attitudes are multidimensional (e.g. Breckler, 
1984; Rosenberg & Hovland, 1960). The most common multidimensional view 
of attitude structure, known as the tripartite model (Rosenberg & Hovland, 
1960), maintains that attitudes are comprised of three types of components: 
cognitive information, affective information, and behavioural information 
toward an attitudinal target. Whichever model is assumed, these three types 
of information are important to the elicitation of an individual ?Ɛ attitudes (e.g. 
Eagly & Chaiken, 1993; Breckler, 1984). Depending on the attitude theorist, 
the unidimensional model often assumes that the preference information, 
the single dimension ranging from positive to negative (considered to be the 
attitude), is based on these three sources of information (Eagly & Chaiken, 
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1993). However, the tripartite model assumes these three sources of 
information are the attitude itself (Rosenberg & Hovland, 1960). The debate 
on attitude structure was outlined in order to demonstrate the importance of 
these three sources of information, which are relevant whether the 
unidimensional or tripartite model is subscribed to. 
 
In Chapter 2, three main arguments for the justification of ƚŚĞƉƌĞƐĞŶƚǁŽƌŬ ?Ɛ
adoption of the tripartite model of attitude structure were provided. First, 
the unidimensional model is based on preference for and against a target, 
which is conceptually very similar to the affective component of the tripartite 
model (Ostrom, 1968). Therefore, measuring attitudes along a preference 
scale (ranging from liking to disliking an attitudinal target) may simply be 
measuring a single component of what may be a three-component (tripartite) 
concept (Ostrom, 1968). It was therefore important that the present research 
did not constrain data by only investigating one component if three 
components may exist. Second, the view that an attitude can be captured as 
a single point on a favourability scale (as outlined in the unidimesional model), 
and that two different people with the same attitude measurement results 
have the same attitude, was deemed to be unrealistic (Diab, 1967). Third, the 
present research had a focus on exploring attitudes and generating theory. In 
keeping with previous studies designed to generate theory, which have 
traditionally assumed a tripartite view (Tesser & Shaffer, 1990), a 
multidimensional approach was therefore needed. In contrast, the 
unidimensional view is often favoured by researchers seeking to measure 
attitudes, which has been described as resulting from the ease and 
convenience with which unidimensional attitude measures can be employed 
(Triandis, 1967).  
 
Having identified and outlined the attitude theory which informed the 
subsequent chapters of this thesis, Chapter 3 presented the first study; a 
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systematic search and review. This review was designed to answer the first 
research question: How have ŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ? ĂŶĚĚŽĐƚŽƌƐ ? attitudes toward 
older patients been investigated in the scientific literature to date? In order 
to answer the research question, the review needed to be broad and inclusive 
of varying levels of study design and quality, so that it may adequately 
represent trends in the scientific research literature to date. Sixty studies 
were included in the review. Results of the review indicated that these 
studies on medical students ? and doctors ? attitudes toward older patients fell 
into three themes. These themes address three different research questions 
relating to attitudes toward older patients: (a) whether attitudes improve 
after a geriatrics-related intervention; (b) factors which may be related to 
medical stƵĚĞŶƚƐ ?ŽƌĚŽĐƚŽƌƐ ?attitudes toward older patients; and (c) the 
ĐŽŶƚĞŶƚŽĨĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients.  
 
The first theme included in the review comprised 27 studies investigating the 
effect of a geriatrics intervention on attitude scores. Results indicated that 
attitude change, from pretest to posttest, was associated with the content of 
the intervention. Interventions which included an empathy-fostering 
component, such as mentoring, informal contact with an older person, or an 
ageing simulation exercise, were more likely to show positive attitude change 
than interventions which consisted solely of knowledge-building content. 
Knowledge-building content often included a geriatrics-related training 
course or geriatrics rotation. It appeared that the use of a knowledge-building 
intervention was based on the premise that interaction with, or education 
about, older patients would promote positive attitude change. However, 
statistical analyses showed that knowledge-building interventions were not 
associated with changes in attitude scores postintervention.  
 
The finding that empathy-fostering interventions were associated with 
positive attitude change has not been explicitly reported elsewhere in the 
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scientific literature. Arguably, such an effect was only evident due to the 
unique type of systematic review methodology employed in the present 
thesis. Specifically, the analysis of the content of interventions, and their 
categorisation into empathy-fostering or knowledge-building, by the present 
researcher, was novel. This is because it went beyond the traditional 
comparisons made in systematic reviews of interventions, such as 
intervention duration, sample size and measures used (e.g. Tullo, Spencer & 
Allan, 2010). The information traditionally used in systematic reviews relating 
to the implementation of interventions, such as their duration, was collected, 
analysed and reported in Study 1 (see Table 4), but was not found to be 
related to attitude change.  As a result, this review uniquely contributed to 
the body of literature by identifying the need to examine the content of the 
intervention as a potential source of analysis in future attitude-focused 
interventions.  
 
The findings presented in this theme of the review have two implications for 
future research. First, those designing geriatrics-related interventions should 
consider the content of the intervention to encourage attitude change, rather 
than simply the process and implementation ĨĂĐƚŽƌƐƐƵĐŚĂƐƚŚĞŝŶƚĞƌǀĞŶƚŝŽŶƐ ?
frequency and duration. Second, the design of interventions should include 
empathy-fostering exercises, such as ageing simulation exercises, to 
encourage positive attitude changes in doctors and students. The practical 
implications of this finding are that the use of empathy-fostering exercises, to 
encourage positive attitudes in medical students and doctors, may be 
applicable in real-world healthcare settings. 
 
The second theme presented in the systematic search and review addressed 
the personal, demographic, educational and professional variables that might 
be related to attitudes toward older patients. Detailed analysis of the 31 
studies examining these variables indicated a general absence of consistent 
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relationships, with one main exception. ŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?
attitudes toward older patients were more positive in those reporting an 
interest in specialising in geriatric medicine in eight of the nine studies that 
investigated this relationship (Chua et al., 2008; Fitzgerald et al., 2003; 
Hughes et al., 2008; Lee et al., 2005; Leung et al, 2011; Reuben et al., 1998; 
Voogt et al., 2008; Wilderom et al., 1990). Due to the cross-sectional nature 
of these studies, no conclusions can be made on the direction of the 
relationship. With regard to an individual ?Ɛ interest in geriatric medicine and 
his or her attitudes toward older patients, this relationship would be better 
understood with longitudinal data to demonstrate with greater confidence as 
to whether, or how, these two variables may be linked. It is also 
recommended that future research incorporates the use of a social 
desirability measure, in addition to measuring attitudes toward older patients, 
in order to determine whether any associations have been masked or 
exaggerated. On the whole, the results from this part of the review indicate 
how many studies have sought to investigate demographic, personal, and 
professional ǀĂƌŝĂďůĞƐĂƐƐŽĐŝĂƚĞĚǁŝƚŚĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ? 
attitudes toward older patients. However, very little conclusive evidence was 
found and this line of enquiry has not been particularly fruitful.  
 
The third, and final, theme of the review presented findings that addressed 
the content of attitudes toward older patients. Only two studies investigated 
this topic, both originating from the USA and consisting of doctor participants 
(Laditka et al., 2002; Stevens & Pearlman, 1988). These two studies were 
exploratory in nature and attempted to describe attitudes using qualitative 
research methods. The method of these two studies were markedly different 
from the 58 studies discussed previously in the review as they carried out an 
exploration of attitudes (using qualitative methods) rather than their 
quantification or measurement. Both of these studies foƵŶĚĚŽĐƚŽƌƐ ?
attitudes toward older patients were highly specific to the medical context, 
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relating to the doctor-patient encounter, older ƉĂƚŝĞŶƚƐ ?ƉƌĞƐĞŶƚĂƚions of 
health and ill-health, diagnosis and treatments, and aspects of the work 
environment related to the provision of care. These studies did not 
commonly report attitudes that were only relevant to being an older member 
of society; instead they reported attitudes relevant to health and illness at an 
older age. The finding that attitudes toward older patients may primarily 
concern the medical context calls into question the assumption of a number 
of intervention studies and cross-sectional studies which have measured 
attitudes toward older patients by employing a general measure of attitudes 
toward older people (such as using KAOP; Kogan, 1961a). Items in 
questionnaires measuring attitudes toward older people typically contain 
items irrelevant to the medical context of care in healthcare settings (e.g. 
 “ŽůĚĞƌƉĞŽƉůĞŚĂǀĞƚŽŽŵƵĐŚƉŽǁĞƌŝŶďƵƐŝŶĞƐƐĂŶĚƉŽůŝƚŝĐƐ ?ĂŶĚ “ŵŽƐƚŽůĚ
ƉĞŽƉůĞƚĞŶĚƚŽůĞƚƚŚĞŝƌŚŽŵĞƐďĞĐŽŵĞƐŚĂďďǇĂŶĚƵŶĂƚƚƌĂĐƚŝǀĞ ? ?<ŽŐĂŶ ?
1961a, p.46).  Therefore, it appears that these questionnaires measuring 
attitudes toward older people may be inappropriate for measuring attitudes 
toward older patients. 
 
The overall results of the review indicated that very little theory has been 
developed in relation to ŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂŶĚĚŽĐƚŽƌƐ ? attitudes toward 
older patients. Past research on the topic has focused on measuring attitudes 
whilst mostly bypassing the exploration of attitude content. As a result, it was 
often assumed that the methods and tools used to investigate attitudes 
toward older people were suitable to investigate attitudes toward older 
patients, without providing empirical support for this assumption (e.g. Beall 
et al., 1991; Belgrave et al., 1982; Cheong et al., 2009; Hellbusch et al., 1995). 
Additionally, these studies failed to provide reasoning or explanation as to 
why this assumption could be made without empirical testing. Given the 
results of the exploratory review (Theme 3), that doctors described older 
patients in terms of the health, illness and treatment, it is suggested that 
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general attitudes toward older people may be an inadequate method of 
capturing attitudes toward older patients. Further research is therefore 
needed to determine if attitudes toward older people are related to, or 
predictive of, attitudes toward older patients. However, the results of this 
review indicate how the literature in this area has typically used the terms 
interchangeably and without theoretical or empirical support. The 
methodological implications of this finding are that future research pertaining 
to older patients should seek to use measurement tools specific to older 
patients (e.g. including items related to health, illness, treatment and care), 
rather than simply using general measures designed to measure attitudes 
toward older people in general.  
 
This systematic search and literature review (Study 1) answered the first 
research question presented in this thesis: ,ŽǁŚĂǀĞŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂŶĚ
ĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients been investigated in the scientific 
research literature to date? This was done by categorising, analysing and 
prĞƐĞŶƚŝŶŐƚŚĞƐĐŝĞŶƚŝĨŝĐƌĞƐĞĂƌĐŚŽŶŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂŶĚĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐ
toward older patients. Six notable points that characterise previous scientific 
investigations were identified. First, the scientific research literature on 
medical students ? and doctors ? attitudes toward older patients had typically 
fallen into three distinct themes, which address three different research 
questions: (a) whether attitudes improve after a geriatrics-related 
intervention; (b) factors which may be related to medical sƚƵĚĞŶƚƐ ?ŽƌĚŽĐƚŽƌƐ ?
attitudes toward ŽůĚĞƌƉĂƚŝĞŶƚƐ ?ĂŶĚ ?Đ ?ƚŚĞĐŽŶƚĞŶƚŽĨĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐ
toward older patients. Second, the scientific research literature was 
dominated by studies focused on the attitudes of medical students, with a 
lack of studies ŝŶǀĞƐƚŝŐĂƚŝŶŐĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐ ?dŚŝƌĚ ?ƐƚƵĚŝĞƐŽĨƚĞŶŽƌŝŐŝŶĂƚĞĚ
from the US, with very few UK-based studies. Fourth, there was an emphasis 
on measuring attitudes rather than exploring attitude content, demonstrated 
by the finding that 58 of the 60 studies attempted to quantitatively measure 
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attitudes. Fifth, studies tended to treat older patients and older people as 
interchangeable terms or constructs without empirical support for making 
this assumption. Sixth, the research literature suffers from a general absence 
of theory generation and development in relation to attitudes toward older 
patients. Most notably, there is a general absence of the operationalisation of 
attitudes in individual studies, as well a general lack of consideration of the 
scientific theory of attitude structure. Therefore, Study 1 provided a six-point 
answer to the first research question.  
 
In answering the first research question, it was identified how most previous 
studies in this area had not reported investigations within a scientific 
framework of attitudes. Furthermore, research investigating doctors ? 
attitudes in UK settings was largely missing from the research literature. As a 
result, the second research question  ?ŚŽǁĐĂŶŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ? ĂŶĚĚŽĐƚŽƌƐ ? 
attitudes toward older patients and their care be conceptualised in a UK 
setting?) required further examination through empirical research based on a 
scientific framework of attitudes. Furthermore, the second research question 
could not be answered by conducting similar research in the same way to 
that done before, because previous research was dominated by quantitative 
measurement of attitudes without an underlying conceptualisation of 
attitudes toward older patients. An exploratory study in UK settings, 
describing attitude content, was therefore required to conceptualise doctors ? 
ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients and their care.  
 
In Chapter 4, the methodology and methods for Study 2 (attitudes study) was 
described and a detailed account of all the major decisions relating to the 
method was given. These were in line with the recommendations associated 
with the postpositivist theoretical assumptions underpinning this thesis. 
Postpositivists maintain there is objective truth, but we may only proximate 
truth and may be incapable of knowing objective truth because all our beliefs 
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are based on human conjecture (e.g. Kuhn, 1962; 1970; Popper, 1965; 
Alexander, 1995). As described in Chapter 4, a postpositivist theoretical 
framework entails that scientific discovery inherently includes assumptions 
and bias which can originate from the researcher, the research community, or 
the traditions associated with the discipline (all contributing to the research 
paradigm or exemplar within which the researcher is working; Kuhn, 1962; 
1970). These assumptions or biases exist in the discovery of all scientific 
knowledge regardless of whether the researcher wishes to acknowledge 
them (Kuhn, 1962). According to this view, the discovery of scientific 
knowledge should be accompanied by a detailed description of the method 
and justification of the theory and methods used, so as to allow readers to 
make their own decisions regarding any scientific discoveries emanating from 
the work (Alexander, 1995). It is due to the adoption of this postpositivist 
view on the discovery of scientific knowledge that the decisions regarding 
how, and why, to investigate attitudes were described and justified in great 
detail within this thesis.  
 
Chapters 5 and 6 presented the findings of Study 2 (attitudes study). This 
study was designed to answer research question 2: How can we 
ĐŽŶĐĞƉƚƵĂůŝƐĞĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients 
and their care in a UK setting? A thematic analysis of 25 interviews indicated 
how the findings could be broadly conceptualised as (a) attitudes toward 
older patients and their healthcare needs (described in Chapter 5), and (b) 
attitudes toward providing care for older patients (described in Chapter 6). A 
detailed conceptualisation of these attitudes is provided in Table 9 and 10, 
respectively. It is this information which conceptualises ĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂů
ƐƚƵĚĞŶƚƐ ? attitudes toward older patients and their care, in a UK setting, 
which has been overlooked in the research literature to date. Importantly, 
the attitude content described across the two chapters incorporated affective, 
behavioural and cognitive information and was therefore conducted within a 
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scientific framework of attitude structure. This conceptualisation of attitudes 
toward older patients (see Table 9) and attitudes toward providing care for 
older patients (see Table 10) therefore provides an answer to the second 
research question posed at the beginning of the thesis.  
 
The first set of attitudes found, attitudes toward older patients and their 
healthcare needs, comprised of mostly cognitive information (i.e. beliefs and 
stereotypes) and behavioural information (i.e. past behavioural tendencies 
and intentions to act in the future). Furthermore, this information was highly 
specific to the medical encounter and the health status of the older person as 
a patient, and not as an older person in general. This supported the findings 
of the two exploratory studies (Laditka et al., 2002; Stevens & Pearlman, 1988) 
analysed and described in the systematic search and review, which also found 
attitudes toward older patients to be highly specific to the medical context 
and the medical encounter. When describing their attitudes toward older 
patients and their healthcare needs, very little data related to older people in 
general. The characteristics of older patients that were described by 
participants related to their medical encounter, such as how patients tended 
to appear or behave during the hospital admission. This supports the 
argument, proposed earlier, that attitudes toward older patients may be 
distinct from attitudes toward older people. This research area would benefit 
from quantitative investigation to determine if the constructs are 
conceptually distinct. 
 
Chapter 6 presented the second set of findings to Study 2: Attitudes toward 
providing care for older patients, in which participants described the barriers 
and facilitators in the social and organisational environment as well as their 
personal reactions to dealing with this environment. Participants spoke at 
length, and in great detail, about factors in the environment which helped or 
hindered their ability to provide good quality care for older patients. 
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Interestingly, most of the affective information described during the 
interviews related to the provision of care for older patients, rather than any 
characteristics of older patients or their healthcare needs. The emotions 
described by participants were largely described in negative terms, including 
sadness, fear and anxiety. In the context of the tripartite model of attitude 
structure, the emotions and the psychological responses reported (such as 
satisfaction and dissatisfaction) can be viewed as affective information. The 
finding that most of the affective information relating to older patients and 
their care was described in relation to providing care for older patients 
(rather than older patients themselves) is important. This indicates that the 
affective component of their attitudes may primarily relate to the provision of 
ĐĂƌĞ ?ƌĂƚŚĞƌƚŚĂŶƚŚĞ ‘ŽůĚĞƌƉĂƚŝĞŶƚ ?ƉĞƌƐĞ ?The implications of this finding is 
that studies that investigate attitudes toward older patients without 
considering the social and organisational context of the care may miss the 
affective information and therefore not capture all components of the 
attitude.  
 
Therefore Study 2 (attitudes study) demonstrated that when describing older 
patients and their care needs, participants tended to report cognitive 
information and behavioural information, and did not appear to draw on 
affective information. Much of the affective information related to 
ƉĂƌƚŝĐŝƉĂŶƚƐ ?ĚĞƐĐƌŝƉƚŝŽŶƐŽĨƚŚĞŝƌũŽď ?ǁŽƌŬĂŶĚŽƌŐĂŶŝƐĂƚŝŽŶĂůĚĞŵĂŶĚƐ ?The 
implications of this are that future research on attitudes toward older 
patients should include questions that attempt to explore the organisational 
environment that individuals ? encounter  ?ƐƵĐŚĂƐƚŚĞŽƌŐĂŶŝƐĂƚŝŽŶ ?ƐĞǆƉĞĐƚĞĚ
norms, rules and culture) as this may have an influence on their attitudes. In 
fact, it should be acknowledged that attitudes toward older patients may also 
be reflective of the organisational context in which they occur, rather than 
simply reflective of the person stating the attitude. These findings open up 
new possibilities for research in UK settings. This includes the opportunity to 
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quantitatively examine the social and organisational factors which relate to 
positive and negative attitudes toward providing care for older patients. 
 
Importantly, this thesis uniquely contributes to the research literature by 
identifying the importance of the working environment to attitudes toward 
providing care for older patients. Examination of how, or whether, the 
ǁŽƌŬŝŶŐĞŶǀŝƌŽŶŵĞŶƚŝŵƉĂĐƚĞĚƵƉŽŶĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?
attitudes toward older patients and their care was generally not examined in 
the 58 quantitative studies reported in the review (Study 1). The importance 
ŽĨƚŚĞǁŽƌŬŝŶŐĞŶǀŝƌŽŶŵĞŶƚƚŽĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂƚƚŝƚƵĚĞƐ
toward providing care for older patients is a novel finding. This may not have 
been identified previously for two reasons. Firstly, prior research has typically 
measured attitudes using measures which do not include items about the 
working environment of the doctor or medical student. For example, 
questionnaires regarding older people in general are unspecific to healthcare 
settings.  Secondly, Study 2 consisted of interviews and, therefore, allowed 
participants to describe their experiences of working with, and caring for, 
older patients in their own words. It is plausible that these unique findings 
were discovered in Study 2 by avoiding the use of attitude questionnaires 
which could potentially constrain responses (Schwarz, 1996; Schwarz, 2007a). 
Essentially, past research may have not found this negative affective 
information because it did not search for it in the organisational environment 
of the individual. Instead, negative affective information was assumed to exist 
ŝŶƚŚĞŝŶĚŝǀŝĚƵĂů ?ƐĂƚƚŝƚƵĚĞƐtoward older patients or older people. Indeed, 
examination of the working environment has been overlooked in the UK and 
worldwide literature relating to this topic.  
 
It is proposed that the conceptualisation of attitudes toward older patients, 
outlined in Tables 9 and 10, could contribute to the development of UK-
specific questionnaires measuring attitudes toward: (a) older patients and 
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their healthcare needs; and (b) providing care for older patients in hospital 
settings. Further work to ensure that the content of attitudes described in 
both chapters is relevant to other UK NHS Trust hospital settings is required. 
However, the findings to Study 2 mark an important step in the formation of 
UK-specific attitude measures ƚŽŝŶǀĞƐƚŝŐĂƚĞĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?
attitudes toward older patients and providing care for older patients.   
 
Based on the findings of Study 2, it was deemed necessary to further 
investigate the devaluation and unpopularity of geriatric medicine. 
Participants in Study 2 discussed the historical unpopularity of this discipline, 
but current perceptions regarding geriatric medicine were unclear due to the 
limited numbers of newly-qualified doctors in the participant group for Study 
2. Therefore, questions were raised as to whether the unpopularity of 
geriatric medicine, and its unattractiveness as a career choice, was related to 
the older patients treated in the discipline, or factors which related to the job 
and work organisation. The final study of this thesis (Study 3; career 
intentions study), presented in Chapter 7, therefore explored evaluations of 
geriatric medicine as reported by newly-qualified doctors.  
 
In Study 3, 22 junior doctors were interviewed about their career intentions. 
Participants were asked whether or not they had considered specialising in 
geriatric medicine as a future specialty choice, and were also asked about the 
factors that contributed to this career decision. The majority of the sample 
reported that they did not want to pursue, or could not recall even having 
considered pursuing, geriatric medicine. Only one participant intended to 
specialise in geriatric medicine, describing career opportunities arising from 
the unpopularity of the discipline as his principle reason for choosing this 
specialty.  There were very few positive reports about geriatric medicine 
ĂĐƌŽƐƐĂůůƉĂƌƚŝĐŝƉĂŶƚƐ ?ƚŚĞŵĂƚŝĐĂŶĂůǇƐŝƐŝŶĚŝĐĂƚĞĚƚŚĂƚƉĂƌƚŝĐŝƉĂŶƚƐ ?
reports about the appeal of geriatric medicine could be organised into three 
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themes. All three themes related to the nature of the working environment, 
such as the job-, work-, or system-related factors regarding geriatric medicine. 
Many participants cited their experience on a recent rotation, especially with 
regard to the difficulty of the rotation and the lack of support due to 
understaffing, as a potential reason for the unappealing nature of geriatric 
medicine. However, junior doctors did not tend to describe the patients (e.g. 
stereotypes of older patients) as part of the lack of appeal of geriatric 
medicine. Therefore, Study 3 (career intentions study) indicated that the lack 
of appeal of geriatric medicine appeared to be related to characteristics of 
the working environment, rather than the characteristics of the older patient 
group.  Therefore the findings of Study 2, in which participants described 
negative affective information as relating to the working environment rather 
than the characteristics of the older patients themselves, were supported in a 
recently-qualified group of doctors.  
 
8.3  Main strengths and limitations 
Study 1 comprised a systematic search and review which addressed research 
question 1: HŽǁŚĂǀĞĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?attitudes toward older 
patients been investigated in the scientific research literature to date? An 
important strength of the review is that it was broad and inclusive of different 
study types and quality. This allowed the review to use configurative logic 
(see Section 3.3.1) to determine not only the findings of past studies relating 
to the topic, but also the quality underpinning these findings. Configurative 
logic in review methodology aims to make sense of disparate data, from 
different study designs and methods, rather than answering a narrowly 
defined research question by aggregating very similar evidence (Gough et al., 
2012; Illot et al., 2010). Due to differences in study design and methods 
pertaining to the present research topic, a traditional systematic review 
based on aggregative logic was not feasible. In terms of the breadth of 
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coverage, Study 1 resulted in a review that included English-language studies 
from the worldwide scientific research literature with no date restrictions, 
ĞǆĐĞƉƚƚŚĂƚŽĨƚŚĞĞůĞĐƚƌŽŶŝĐĚĂƚĂďĂƐĞƐ ?ŝŶĐĞƉƚŝŽŶ ? Both qualitative and 
quantitative studies were eligible. Studies were not required to meet high 
quality criteria beyond that of the basic reporting of the instruments used 
and results obtained. As argued in Chapter 3, strict quality limits may miss 
important data on the strengths and weaknesses of previous studies, as well 
as the identification of research gaps. For these reasons, the broad and 
inclusive nature of this review is considered an important strength of the 
present work as it allowed an overall picture of studies to emerge. This 
included the ƐƚƵĚŝĞƐ ?ĨŝŶĚŝŶŐƐĂŶĚ quality. 
 
It should be noted however, that despite attempts to capture a broad picture 
of the research topic, it is likely that studies were missed. Due to the wide 
variety of terms used to describe doctors and medical students, it is possible 
that studies using different terms were not identified. Furthermore, the 
review was conducted entirely through the use of electronic journal searching 
and journals were not hand-searched. As a result, the review is limited to 
studies on electronic databases. Importantly, review decisions were made by 
the present author and therefore represent subjective decisions by one 
individual. However, detailed reports of decisions made and their justification 
were provided. Detailed information on search terms used, databases 
searched, dates searched, and descriptions of how quality was assessed are 
included in Chapter 3. This transparency is considered an important strength 
of the review, and was intended to allow other researchers to replicate the 
review method as closely as possible.  
 
Study 2 (attitudes study) comprised 25 interviews with doctors and medical 
students exploring their attitudes toward older patients in a UK setting. This 
study was designed to address research question 2: How ĐĂŶĚŽĐƚŽƌƐ ?ĂŶĚ
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ŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients and their care be 
conceptualised in a UK setting? Arguably, the main strength of this study was 
that it encompasses one of the first attempts to examine and describe the 
content ŽĨĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂƚƚŝƚƵĚĞƐtoward older patients in 
the UK. Importantly, the resulting conceptualisation of attitudes toward older 
patients and their healthcare needs (See Table 9) and attitudes toward 
providing care for older patients (See Table 10) can be used to move this 
research topic forward in the UK. Ideally, this conceptualisation can be drawn 
on to develop questionnaire items to measure these attitudes in UK settings. 
 
Another important strength of the present work is that it made use of 
scientific theory on attitudes. This work assumed a position on attitude 
definition, structure, stability and measurement, as described in Chapter 2. 
The studies reported in this thesis were consistent with the stated theoretical 
positions on attitudes, yet as a result, the work is limited to the positions 
outlined. For example, it was assumed that attitudes are relatively stable and 
represented in memory, to some extent (Fazio, 2007), which was justified in 
Chapter 2 (See Section 2.3). Had an alternative position on attitude stability 
been chosen (e.g. Gawronski, 2007), the design and results or findings of the 
studies would presumably be different. The detail and justification of the 
theory and methods adopted, outlined in Chapters 2 and 4, was to allow the 
reader to be clear on all major theoretical and methodological assumptions 
made in the present work. The present work was a departure from previous 
studies, in that it outlined and subscribed to a model of attitude structure 
throughout. Therefore, the use of scientific theory to determine what, and 
how, attitudes should be investigated was a major strength of the present 
work, regardless of the future veracity of the attitude model and positions 
assumed.  
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The interview findings presented a conceptualisation of these attitudes in a 
way which is replicable in future research. Attitudes were elicited by 
interview questions which encouraged participants to draw on their cognitive, 
affective, and behavioural information, in line with the tripartite model of 
attitudes (Rosenberg & Hovland, 1960). The findings of Study 2 demonstrated 
that the tripartite model was suitable for the elicitation of attitude data.  
 
The doctors included in Study 2 came from a range of levels of seniority, 
including junior, trainee specialist registrar, specialist registrar, and 
consultant doctors. Of the doctors who had already chosen their specialty, 
the participant group included those from hospital surgery as well as hospital 
medicine. Furthermore, the participant group also included individuals who 
intended to, or currently worked, in older patient settings (such as geriatric or 
stroke medicine) as well as those who did not want to specialise in older 
patient settings. Attempts were made to ensure that participants from 
different settings, specialities, and levels of seniority were included. This was 
done in order to ensure that any conceptualisation of attitudes toward older 
patients which resulted from Study 2 was based on the attitudes of 
participants from a range of backgrounds and experiences which was also a 
strength of the study.  
 
As with other studies using self-report data, there is a possibility that findings 
are affected by socially desirable responding and other bias relating to 
ƉĂƌƚŝĐŝƉĂŶƚƐ ?ŝŵƉƌĞƐƐŝŽŶŵĂŶĂŐĞŵĞŶƚ ?Schober, 1999; Schwarz, 1996). Efforts 
were made, in Study 2 and Study 3, to reduce these biases. Participants were 
ensured of confidentiality. Each participant was informed that if any 
identifiable information was shared, it would be removed from transcripts 
and that the recordings would be destroyed after transcription. In Study 2 
(attitudes study), it was explicitly stated prior to each interview that the 
purpose of the study was not to measure attitudes and that the research was 
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not focused on finding negative attitudes. The findings demonstrated both 
socially desirable and undesirable attitudes toward older patients and 
providing their care. Therefore, it might be cautiously concluded that 
participants were generally frank and honest in their discussion during 
interviews.  
 
It is important to note that some of the common criticisms of self-report 
measures typically relate to questionnaire measures (such as ƉĂƌƚŝĐŝƉĂŶƚƐ ?
difficulty with question comprehension, terminology or item meaning, which 
can result in guessing; Schwarz, 1996). Therefore some limitations of self-
report measures were avoided in the present work as interviews were the 
selected method of investigation. In doing so, participants can clarify the 
meaning of questions with the interviewer (Schober, 1999), and interviewers 
can ask participants to clarify responses if they believe the question was 
misunderstood or the answer was ambiguous (Schober, 1999). Interviewers 
can also probe for further detail if required. These factors represent some of 
the strengths of interview methods and are, therefore, considered a strength 
of Study 2 and Study 3.  
 
A limitation of Study 2 (attitudes study) concerned the sample and 
recruitment; this study used non-probability sampling (in which participants 
were self-selected), although attempts were made to include doctors at 
different levels of seniority and with different specialties and backgrounds. 
However, the fact that the study used a small, self-selected sample means 
that the generalisability of the study ?Ɛ findings to other samples is unknown. 
However, Study 2 was intended to be exploratory and descriptive at the cost 
to its generalisability. It is recommended that the generalisability of findings 
should be determined in future developments in the present research area, 
using quantitative measures and probability sampling with a larger sample. It 
is also important to note that the hospital population from which the sample 
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of Study 2 was selected (medical students and doctors based at the UK NHS 
trust hospital sites) varies from day-to-day, making random selection 
implausible. Whilst a medical student or doctor may be based at the hospital 
site (according to hospital administration), the individuals may not actually be 
based there. For example, medical students can take time off the wards to 
study for exams and coursework, and junior doctors can take time off the 
hospital wards to conduct research or work within a community setting.  
Additionally, the number of temporary (i.e. locum) doctors working at the 
hospital also varied from day-to-day, which also served to make random 
selection highly difficult.  
 
As interviews for Study 2 (attitudes study) were in-depth and lasted an 
average of approximately 50 minutes, accessing participants in an applied 
setting was challenging and made even more so by the long and frequently 
unpredictable hours that participants tended to work. As a result, a pragmatic 
strategy of non-probability sampling was employed for participant 
recruitment for Study 2. In contrast, the sampling strategy employed in Study 
3 (career intentions study) used probability sampling. Details of junior doctors 
based at one hospital site were obtained, and the study sampled 
approximately 19 per cent of all junior doctors working at this site, achieving 
a participation rate of approximately 76 per cent. This method of recruitment 
was possible in Study 3 because information on the wards junior doctors 
were assigned to, at the hospital, was available to the researcher. On the 
whole, recruiting to both studies was fraught with challenges typical to 
research taking place in applied settings. However, recruitment to Study 2 
and Study 3 was carefully considered and it is argued that the most suitable 
strategies were adopted in each case. 
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8.4  Main implications for future research 
There are three major implications for future research that arise from this 
thesis. First, the future investigation of attitudes toward older patients and 
their care should be carried out within a theoretical framework of attitudes 
drawn from the scientific literature. Second, regardless of the theory chosen, 
(e.g. unidimensional versus tripartite), future work should make use of the 
considerable and longstanding scientific research literature on attitude 
structure and measurement. Third, future research should explore systems 
factors as well as attitudes toward patients themselves as the present work 
indicated that, in a UK hospital setting, doctors and medical students 
described attitudes toward older patients quite distinctly and differently from 
attitudes toward the provision of care for older patients. Importantly, 
affective information almost exclusively featured in attitudes toward the 
provision of care rather than toward older patients themselves. These 
affective statements often involved the context of the work, the job and the 
organisational system as barriers or facilitators of care.  
 
In practical terms, this work indicates that the decision to avoid working with 
older patients as a career choice, or the existence of negative attitudes 
toward providing care for older patients, may not necessarily indicate 
negative attitudes toward older patients, per se. Instead, negative attitudes 
toward providing care for older patients may indicate, or reflect, the 
ŝŶĚŝǀŝĚƵĂů ?ƐŶĞŐĂƚŝǀĞĞǆƉĞƌŝĞŶĐĞƐǁŝƚŚƌĞŐĂƌĚƚŽƚŚĞŝƌsocial and 
organisational environment, in addition to their personal reactions to this 
environment. In such cases, there may be a ŶĞĞĚƚŽŝŵƉƌŽǀĞƚŚĞŝŶĚŝǀŝĚƵĂů ?Ɛ 
experience of working with older patients by altering this working 
environment, rather than atteŵƉƚŝŶŐƚŽĂůƚĞƌƚŚĞŝŶĚŝǀŝĚƵĂů ?Ɛ attitudes 
toward older patients.  Practically, if there is a need to increase the appeal of 
working with older patients, there may be a need to improve the working and 
organisational environment for doctors and medical students. This is by 
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reducing what these individuals consider to be the barriers preventing the 
provision of good quality care for older patients, and increasing the 
facilitators. 
 
8.5  Conclusions   
A review of the scientific literature on ĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?
attitudes toward older patients indicated that previous studies in this 
research area had commonly attempted to measure attitudes despite very 
little research on the content of these attitudes. As a result, this topic had 
acquired a large body and variety of measurement-focused studies, in the 
absence of theory generation regarding, or detailed descriptions on the 
content of, these attitudes. Previous research has often investigated attitudes 
toward older patients without operationalising attitudes and without using 
psychological theories of attitude structure. The present work used a three-
component classification of attitudes, known as the tripartite model of 
attitude structure, to investigate attitudes toward older patients. This model 
of attitude structure posits that attitudes are comprised of affective, 
behavioural, and cognitive information. Using this scientific framework to 
investigate attitudes, this thesis presented a conceptualisation of attitudes 
toward older patients and their care in a UK setting. Specifically, these 
attitudes can broadly be conceptualised as attitudes toward: (a) older 
patients and their healthcare needs, and (b) attitudes toward providing care 
for older patients. A detailed conceptualisation of these attitudes was 
outlined, with descriptions and examples provided.  
 
To the best of my knowledge, this work marks the first attempt to provide a 
theoretically-ĚƌŝǀĞŶĞǆƉůŽƌĂƚŝŽŶŽĨĚŽĐƚŽƌƐ ?ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂƚƚŝƚƵĚĞƐ
toward older patients and their care in UK settings. It has addressed long-
standing limitations in research on attitudes to older patients and has 
resulted in a conceptualisation of doctors ? ĂŶĚŵĞĚŝĐĂůƐƚƵĚĞŶƚƐ ?ĂƚƚŝƚƵĚĞƐ
 344 8. SUMMARY AND CONCLUSIONS 
 
toward older patients and their care.  The resulting description of such 
attitudes, where the affective component largely relates to matters other 
than the older patients themselves, indicates the power of incorporating the 
wider organisational and social context into such investigations. The findings 
have implications both for research and practice. 
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Search strategy used for Medline, PsycInfo, Embase, Global Health Archive, 
Health Management Information Consortium, Allied and Complementary 
Medicine, British Nursing Index and Archive, CAB Abstracts: 
 
1. exp physician/ 
2. (Doctor$1 or Physician$1 or Consultant$1 or Registrar$1 or Clinician$1 or 
hospitalist$1 or Internist$1 or surgeon$1).ab,ti. 
3. (Gerontologist$1 or Geriatrician$1 or Psychogeriatrician$1 or Pathologist$1 
or Psychiatrist$1 or Cardiologist$1 or Gastroenterologist$1 or 
Haematologist$1 or Hematologist$1 or Neurologist$1 or Oncologist$1 or 
Respirologist$1 or Rheumatologist$1 or Dermatologist$1 or Urologist$1 or 
Endocrinologist$1 or Hepatologist$1 or Nephrologist$1 or Neurosurgeon$1 or 
Ophthalmologist$1 or Physiatrist$1 or Anesthesiologist$1 or Anaesthetist$1 
or Pulmonologist$1 or Otolaryngologist$1 or Immunologist$1 or 
Obstetrician$1 or Gynaecologist$1).ab,ti. 
4. ((Medical or medicine) adj (student$1 or resident$1 or fellow$1 or 
professional$1 or specialist$1 or practitioner$1 or officer$1)).ab,ti. 
5. (house adj officer$1).ab,ti. 
6. ((associate adj specialist$1) or (general adj practictioner$1) or (family adj 
practictioner$1)).ab,ti. 
7. 1 or 2 or 3 or 4 or 5 or 6 
8. exp *Aged/ 
9. (old* adj (person$1 or patient$1 or adult$1)).ab,ti. 
10. elder$.ab,ti. 
11. (Frail* or ag?ing).ab,ti. 
12. ((Aged or geriatric) adj (care or patient$1 or person$1)).ab,ti. 
13. ((young or middle or old or very) adj old).ab,ti. 
14. (old adj age).ab,ti. 
15. Seniors.ab,ti. 
16. (Senior adj (citizens or adult$1 or person$1 or patient$1)).ab,ti. 
17. 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 
18. exp *Attitude/ or exp *"Attitude of Health Personnel"/ 
19. (attitud$ or belief$1 or ageis$ or discriminat$ or prejudic$ or 
preconception$1 or misconception$1 or stereotyp$ or attribution$1 or 
opinion$1 or stigma or label?ing).ab,ti. 
20. (age adj bias).ab,ti. 
21. 18 or 19 or 20 
22. Ageis*.ab,ti. 
23. 7 and 22 
24. 7 and 17 and 21 
25. 23 or 24 
26. limit 25 to english language 
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Data assessment form for quantitative studies, 
from Godfrey, Randall, Long, & Grant (2000) 
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STUDY OVERVIEW 
Bibliographic Details 
Authors 
Year 
Title 
 
STUDY AND CONTEXT 
The Study 
What type of study is this? 
What was the intervention? 
What was the comparison intervention? 
Is there sufficient detail given of the nature of the intervention and 
the comparison intervention? 
What is the relationship of the study to the area of the topic review? 
Setting 
Within what geographical and care setting is the study carried out? 
What is the rationale for choosing this setting? 
Is the setting appropriate and/or sufficiently specific for examination 
of the research question? 
Is sufficient detail given about the setting? 
Over what time period is the study conducted? 
Sample 
What was the source population? 
What were the inclusion criteria? 
What were the exclusion criteria? 
How was the sample selected? 
If more than one group of subjects, how many groups were there, and 
how many people were in each group? 
How were subjects allocated to the groups? 
What was the size of the study sample, and of any separate groups? 
Is the achieved sample size sufficient for the study aims and to 
warrant the conclusions drawn? 
Is information provided on loss to follow up? 
Is the sample appropriate to the aims of the study? 
What are the key characteristics of the sample (events, persons, times 
and settings)? 
 
GROUP COMPARABILITY AND OUTCOME MEASUREMENT 
Comparable Groups 
If more than one group was analysed, were the groups comparable 
before the intervention? In what respects? 
How were important confounding variables controlled (e.g. matching, 
randomisation, or in the analysis stage)? 
Was this control adequate to justify the author's conclusions? 
 
Confounders 
Were there other important confounding variables controlled for in 
the study design or analyses and what were they? 
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Did the authors take these into account in their interpretation of the 
findings? 
Outcome Measurement 
What outcome criteria were used in the study? 
What outcome measures were used? 
Are the measures appropriate, given the outcome criteria? 
What other (e.g. process, cost) measures are used? 
Are the measures well validated? 
Are the measures of known responsive to change? 
Whose perspective do the outcome measures address (professional, 
service, user, carer)? 
Is there sufficient breadth (e.g. contrast of two or more perspective) 
and depth (e.g. insight into a single perspective)? 
Are the outcome criteria useful/appropriate? 
Are the outcome measures useful/appropriate? 
Time Scale of Measurement 
What was the length of follow-up, and at what time points was 
outcome measurement made? 
Is this period of follow-up sufficient to see the desired effects? 
 
POLICY AND PRACTICE IMPLICATIONS 
Implications 
To what setting are the study findings generalisable? (For example, is 
the setting representative of care settings?) 
dŽǁŚĂƚƉŽƉƵůĂƚŝŽŶĂƌĞƚŚĞƐƚƵĚǇ ?ƐĨŝŶĚŝŶŐƐŐĞŶĞƌĂůŝƐĂďůĞ ? 
Is the conclusion justified given the conduct of the study (For example, 
sampling procedure; measures of outcome used?)
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Appendix 3 
Data assessment form for qualitative studies, from 
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STUDY OVERVIEW  
Bibliographic Details  
Authors 
 Year 
 Title 
Purpose  
What are the research aims? 
 
STUDY AND CONTEXT  
Phenomena under Study 
 What is being studied? 
 Is sufficient detail given of the nature of the phenomena under study? 
Theoretical Framework  
What theoretical framework guides or informs the study? 
In what ways is the framework reflected in the way the study was 
done? 
How do the authors locate the study within the existing knowledge 
base? 
Setting  
Within what geographical and care setting is the study carried out? 
 What is the rationale for choosing this setting? 
Is the setting appropriate and/or sufficiently specific for examination 
of the research question? 
 Is sufficient detail given about the setting? 
 Over what time period is the study conducted? 
Sample 
How is the sample selected? (For example, theoretically informed, 
purposive, convenience, chosen to explore contrasts) 
Is the sample (informants, settings and events) appropriate to the 
aims of the study? 
Is the sample appropriate in terms of depth (intensity of data 
collection) and width across time, settings and events? 
What are the key characteristics of the sample (events, persons, times 
and settings)? 
Outcomes  
What outcome criteria are used in the study? 
 Whose perspectives are addressed (professional, service, user, carer)? 
Is there sufficient breadth (e.g. contrast of two or more perspective) 
and depth (e.g. insight into a single perspective)? 
 
DATA COLLECTION, ANALYSIS AND POTENTIAL RESEARCHER BIAS 
Data Collection  
What data collection methods are used to obtain and record the data? 
(appropriateness and availability for independent analysis) 
Is the process of fieldwork adequately described? ( account of how 
the data were elicited; type and range of questions) 
Is the information collected with sufficient detail and depth to provide 
insight into the meaning and perceptions of informants? 
 367 APPENDIX 3 
 
 What role does the researcher adopt within the setting? 
Is there evidence of reflexivity, that is, providing insight into the 
relationship between the researcher, setting, data production and 
analysis? 
Data Analysis  
How were the data analysed? 
How adequate is the description of the data analysis? (For example, to 
allow reproduction; steps taken to guard against selectivity) 
Is adequate evidence provided to support the analysis? (For example, 
includes original / raw data extracts; evidence of iterative analysis; 
representative evidence presented; efforts to establish validity - 
searching for negative evidence, use of multiple sources, data 
triangulation); reliability / consistency (over researchers, time and 
settings; checking back with informants over interpretation) 
Are the findings interpreted within the context of other studies and 
theory? 
Results  
What themes emerged? 
ZĞƐĞĂƌĐŚĞƌ ?ƐWŽƚĞŶƚŝĂůŝĂƐ  
Are the researcher's own position, assumptions and possible biases 
outlined? (Indicate how those could affect the study, in particular, the 
analysis and interpretation of the data) 
 
POLICY AND PRACTICE IMPLICATIONS 
Implications  
To what setting are the study findings generalisable? (For example, is 
the setting typical or representative of care settings and in what 
respects? If the setting is atypical, will this present a stronger or 
weaker test of the hypothesis?) 
 dŽǁŚĂƚƉŽƉƵůĂƚŝŽŶĂƌĞƚŚĞƐƚƵĚǇ ?ƐĨŝŶĚŝŶŐƐŐĞŶĞƌĂůŝƐĂďůĞ ? 
Is the conclusion justified given the conduct of the study (For example, 
sampling procedure; measures of outcome used?) 
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                                [TRUST LOGO] 
Participant Information Sheet 
 
Title of Study:  Attitudes to older patients and their care (Interview Study)  
Researchers: Rajvinder Samra, Professor Amanda Griffiths, Professor 
Tom Cox & Dr. Simon Conroy. 
 
We would like to invite you to take part in our research study. Before 
you decide, we would like you to understand why the research is being 
done and what it would involve for you. If you wish, one of our team will 
go through the information sheet with you and answer any questions 
you have. If you are uncertain, talk to others about the study and ask the 
research team if anything is still unclear. 
 
What is the purpose of the study? 
dŚĞƉƵƌƉŽƐĞŽĨƚŚĞƉƌŽũĞĐƚŝƐƚŽĞǆƉůŽƌĞĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐƚŽǁĂƌĚŽůĚĞƌ
patients and their care, from the perspective of doctors themselves and 
a range of other healthcare professionals. This project is being 
undertaken as part of a PhD at the Institute of Work, Health & 
Organisations, which is a postgraduate institute of applied psychology at 
the University of Nottingham. 
 
Why have I been invited? 
You have been invited to take part because we are looking to explore the 
opinions of a range of healthcare professionals (e.g. doctors, nurses, 
healthcare assistants etc.) on this topic. We are inviting 15-20 hospital-
based healthcare professionals, who are directly involved in the care of 
patients to attend a one-hour interview. You may or may not be a doctor, 
ďƵƚƚŚĞŝŶƚĞƌǀŝĞǁǁŝůůĐŽŶĐĞƌŶǇŽƵƌŽƉŝŶŝŽŶƐƌĞŐĂƌĚŝŶŐĚŽĐƚŽƌƐ ?ĂƚƚŝƚƵĚĞƐ
towards older patients and their care. 
 
Do I have to take part? 
It is up to you to decide whether or not to take part.  If you do decide to 
take part you will be given this information sheet to keep and asked to 
read and sign a consent form.  One copy of the consent form will also be 
given to you to keep. If you decide to take part you are still free to 
withdraw at any time and without giving reason. This would not affect 
your legal rights. 
         
 
 
Participant information sheet 
Version 3.0. [13/01/2011] 
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What will happen to me if I take part? 
After reading this information sheet, please indicate that you would like 
to participate by contacting the researcher (Rajvinder Samra) on the 
telephone number or email address at the end of this information sheet. 
She can answer any further questions about the study. You will then be 
contacted in order to schedule a suitable time for the interview to take 
place. The interview will last approximately one hour and will take place 
in a quiet empty room on the hospital site. The interview will explore 
your views on attitudes towards older patients and related topics, such 
as suitable training opportunities to facilitate patient care. The 
interviews will be recorded with your permission and will be written up 
as an anonymous transcript. You will be offered a copy of the final report 
should you wish sent by email. All data will be confidential and any 
names will be changed in any reports. Participation is entirely voluntary 
and you may withdraw from the study at any time. You may also refuse 
to answer any questions you find uncomfortable and terminate the 
interview at any time. 
 
Expenses and payments 
You will not be paid to participate in the research. 
 
What are the possible disadvantages and risks of taking part?  
You will be asked to give up one hour of your time to conduct the 
interview and this may be an inconvenience. Attempts will be made to 
make the interview as convenient as possible for you, in terms of 
scheduling times and dates. It is possible that the issues discussed in the 
interview may be difficult or distressing for you. If this is the case, please 
let the interviewer know you are distressed. The interviewer can move 
on to the next question or terminate the interview, as you require. If you 
do not want to discuss the issues with the interviewer and wish to talk to 
someone who is independent of the research, then staff support 
counselling is available to you; RightCoreCare provide counselling 
services for [NHS Trust] staff and can be contacted on 0800 111 6388.  
 
What are the possible benefits of taking part? 
You will have the chance to air your views about the topic area, as well 
as any ideas or thoughts you have to improve the working lives of 
healthcare professionals affected by the topic area. We cannot promise 
the study will help you but the information we get from this study will 
help guide and inform researchers in the healthcare field. 
 
What if there is a problem? 
If you have a concern about any aspect of this study, please contact 
Rajvinder Samra who will address any concerns that you have (the 
contact details are included at the end of the information sheet).   
 
Participant information sheet 
Version 3.0. [13/01/2011] 
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Will my taking part in the study be kept confidential? 
All data will be kept confidential. In the rare event of suspected 
malpractice, confidentiality may be broken in order to discuss the issue 
with members of the research team and determine a suitable course of 
action (see question below). Data will be stored in a locked cabinet on 
secure premises at the University of Nottingham. Any electronic data will 
be password-protected and stored securely on the university network 
storage server. Only members of the research team will have access to 
the data. No one from your employing organisation will have access to 
the data. However, you will be offered the opportunity to volunteer an 
email address should you wish to receive a copy of the study results. Any 
personal comments from the interviews that are used in project reports, 
academic papers or feedback will be quoted anonymously and anything 
that might identify you will be removed. The interview recordings will be 
destroyed at the end of the research. The only contact information 
required will be either an email address or a mobile telephone number. 
Your name or contact details will not be stored on the interview 
transcripts. Only the PhD student (Rajvinder Samra) will have access to 
the original interview recordings and your contact details. 
 
What if I disclose something about a member of staff which could be 
deemed as an example of malpractice or negligence? 
In the event of suspected malpractice, your confidentiality may be 
broken if the researcher needs to discuss issues relating to bad practice 
with their academic supervisor, in order to determine the best course for 
future action. In such situations, the research team will discuss all 
possible options with you before deciding whether or not to take any 
action - any discussions such as these will occur with your knowledge. 
Malpractice is defined as anything which suggests that you or anyone 
else under hospital care are likely to be put at serious risk of harm. This is 
in order tŽĐŽŵƉůǇǁŝƚŚƚŚĞhŶŝǀĞƌƐŝƚǇ ?ƐĂŶĚƚŚĞŚŽƐƉŝƚĂůƚƌƵƐƚ ?Ɛ
procedures for safeguarding individuals and vulnerable adults.  Please 
note that if you have a concern about malpractice, you should if you feel 
able, raise it first with your line manager. Where the allegation involves 
the line manager, the matter may be raised with the next senior person 
in the department. If you are unsure whether to use the procedures 
outlined above or if would like independent advice at any stage about 
this issue, you may contact (1) a member of staff of the Human 
Resources Department; (2) your appropriate union or professional 
association; (3) the independent charity Public Concern at Work on 0207 
404 6609, helpline@pcaw.co.uk. Their legal staff can provide free 
confidential advice at any stage about how to raise a concern about 
serious malpractice at work.   
 
tŚĂƚǁŝůůŚĂƉƉĞŶŝĨ/ĚŽŶ ?ƚǁĂŶƚƚŽĐĂƌƌǇŽŶǁŝƚŚƚŚĞƐƚƵĚǇ ? 
Your participation is entirely voluntary and you are free to withdraw at  
Participant information sheet 
Version 3.0. [13/01/2011] 
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any time, without giving any reason, and without your legal rights being 
affected. If you do withdraw, your data cannot be erased but will not be 
used in the final project analyses. 
 
What will happen to the results of the research study? 
The study results will form part of a PhD thesis. The study may also be 
submitted to an academic journal. No individuals will be identified in any 
of the results and written reports.  
 
What if I want to complain about the way the study is conducted?  
If you have any complaints about the study or if you have had some 
adverse event as a result of the study, please contact the research team 
first so that we can try to resolve the problem (the contact details are 
included at the end of this information sheet). If you are still not satisfied 
you can contact Professor Kevin Browne, Head of Institute of Work, 
Health & Organisations, International House, Jubilee Campus, 
Nottingham, NG8 1BB  (email kevin.browne@nottingham.ac.uk). Every 
NHS organisation has a complaints procedure which is available to you; 
details are available from the hospital ŽƌŽŶƚŚĞdƌƵƐƚƐ ?ǁĞďƐŝƚĞ ?
 
Who is organising and funding the research 
This research is being organised by the University of Nottingham and is 
being funded by the Economic and Social Research Council. 
 
Who has reviewed the study? 
All research in the NHS is looked at by independent group of people, 
called a Research Ethics Committee, to protect your interests. This study 
has been reviewed by Nottingham Research Ethics Committee. 
 
What if I have other questions before agreeing to take part?  
If you have any questions about the study before agreeing to take part 
you can email the researcher Rajvinder at Lwxrs5@nottingham.ac.uk and 
she will answer your questions. 
 
Further information and contact details: 
Rajvinder Samra, Institute of Work, Health & Organisations,  
The University of Nottingham, International House, Jubilee Campus, 
Wollaton Road, Nottingham, NG8 1BB 
Email@ Lwxrs5@nottingham.ac.uk  Tel: 0115 846 6929  
 
Academic Supervisors: 
Professor Amanda Griffiths (E-mail: amanda.griffiths@nottingham.ac.uk) 
Professor Tom Cox (E-mail: tom.cox@nottingham.ac.uk) 
 
Thank you for taking the time to read this information sheet 
Participant information sheet 
Version 3.0. [13/01/2011] 
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                                      [TRUST LOGO] 
Consent Form 
Title of Study: Attitudes toward older patients and their care (Interview 
study) 
 
REC ref: 10/H0408/114   
Researchers: Rajvinder Samra, Professor Amanda Griffiths,  
Professor Tom Cox, Dr. Simon Conroy  
 
1. I confirm that I have read and understand the Information 
sheet [version number 3.0, dated 13/01/2011] for the above study and 
have had the opportunity to ask questions. 
 
2. I understand that my participation is voluntary and that I am 
free to withdraw at any time, without giving any reason, and without my 
legal rights being affected. I understand that should I withdraw, the 
information collected cannot be erased but will not be used in the final 
project analyses. 
 
3. I understand that the data collected in the study may be 
looked at by authorised individuals from the University of Nottingham, 
the research group, and regulatory authorities where it is relevant to my 
taking part in this study. I give permission for these individuals to have 
access to these records and to collect, store, analyse and publish 
information obtained from my participation in this study. I understand 
that my personal details will be kept confidential. 
 
4.  I understand that the interview will be recorded and that 
anonymous direct quotes from the interview may be used in the study 
reports. 
 
5.  I agree to take part in the above study.   
   
 
_________________  __________  ________________ 
Participant signature    Date    Participant name  
 
_________________  __________ ________________ 
Signature of person  Date         Name of person  
taking consent    taking consent 
 
When completed: 1 copy for participant, 1 (original) for research 
team. 
 
  
 
 
Participant consent form 
Version 2.0 [13/01/2011] 
Please initial each box 
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*changes made to questions, after the pilot interview, are included in italics 
 
Background questions 
 
1.  Doctors: Can you briefly describe your job background  W meaning your 
grade and any specialisations you have? 
OR 
Medical students: Can you briefly describe your course details  W meaning 
your year of medical school, and which rotations you have completed?  
 
2.  How long have you worked on hospital wards?  
*Changed after pilot interview to: Roughly, how long ago did you begin your 
experience on the hospital wards? 
 
3.  If I asked you at what age a patient should be deemed elderly or an 
 “ŽůĚĞƌƉĂƚŝĞŶƚ ? ?ǁŚĂƚŬŝŶĚŽĨĂŐĞǁŽƵůĚǇŽƵďĞƚŚŝŶŬŝŐŽĨ ? 
 
4.  How often do interact with older patients at work (65 years or over)? 
 
5.  On the general wards, can you roughly describe what kind of 
proportion of older patients make up the patient group you encounter?  
 
&ŽƌƚŚĞƌĞƐƚŽĨƚŚŝƐŝŶƚĞƌǀŝĞǁ ?ǁŚĞŶ/ƌĞĨĞƌƚŽ ‘ŽůĚĞƌƉĂƚŝĞŶƚƐ ? ?/ǁŝůůŵĞĂŶ
those over the age of 65 years. 
 
Questions about stereotypes and beliefs  
 
6.  How would you describe the way members of the older patient 
population tend to differ from younger patients? 
 
7. (i) Do you think older patients have different care needs to other 
patients? 
(ii) If so, can you describe the differences? 
(iii) When did you become aware of these differences in your career? 
 
8.  (i) What would you say are the unique challenges related to caring for 
members of the older patient population, if you were to describe them to an 
outsider or to the non-medic?  
(ii) Can you describe any recent examples of a challenge you 
experienced? 
Questions about behaviour tendencies 
 
9.  (i) Do you feel you need to act, or behave, differently toward older 
patients to deliver good care?  QIf so, can you describe some examples? 
(ii) Did you learn this through medical school or on the job training? 
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10.  (i) Are there any differences in the way that you have to interact with 
older patients compared to other patients?...Can you describe any recent 
examples of a time when you had to interact differently with an older patient? 
 
11.  Do you see differences between doctors from different specialities in 
how they interact and deal with older patients?...In what ways? 
 
12.  (i) Have you noticed any ways in which you have changed how you 
deal with older patients as you have gained more experience on the wards? 
(ii) Have you noticed changes in others that you work with, in how 
they deal with older patients as they gain experience? 
 
13.  Do you think that your own behaviour differs for elderly patients in 
comparison to younger patients, accidently or deliberately?...In what ways? 
 
Questions about affect 
 
14.  Can you describe something you find enjoyable about working with 
older patients? 
 
15.  Can you describe something you find challenging about working with 
older patients? 
 
16.  Are there any emotions you experience when dealing with older 
patients, that were unexpected or you were surprised by?  
* prompt added after pilot interview: can you think of anything that struck 
you as unexpected when you first gained experience on the hospital wards? 
 
Demographics questions: 
 
*Explanation added after the pilot interview: 
This gathered so that I can describe the characteristics of the sample in the 
research so I can see if participants have a range of backgrounds. 
 
17.  What is your age? 
*Changed after pilot interview to: 
To which one of the following age groups do you belong? 
under 20, 20-29, 30-39, 40-49, 50-59, 60-69, Over 70 
 
18.  How would you describe your ethnic background? 
 
*Added final question after the pilot study: 
19. Is there anything you want to ask, either about the interview, data, or the 
research in general? 
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                                       [TRUST LOGO] 
Participant Information Sheet 
 
Title of Study:  Medical career intentions and attitudes (Interview Study)  
Researchers: Rajvinder Samra, Professor Amanda Griffiths, Professor Tom Cox 
& Dr. Simon Conroy. 
 
We would like to invite you to take part in our research study. Before you 
decide, we would like you to understand why the research is being done and 
what it would involve for you. If you wish, one of our team will go through the 
information sheet with you and answer any questions you have. If you are 
uncertain, talk to others about the study and ask the research team if anything 
is still unclear. 
 
What is the purpose of the study? 
dŚĞƉƵƌƉŽƐĞŽĨƚŚĞƉƌŽũĞĐƚŝƐƚŽĞǆƉůŽƌĞǁŚĂƚĨĂĐƚŽƌƐĂƌĞŝŶǀŽůǀĞĚŝŶĚŽĐƚŽƌƐ ?
career decisions. This project is being undertaken as part of a PhD at the Institute 
of Work, Health & Organisations, which is a postgraduate institute of applied 
psychology at the University of Nottingham. 
 
Why have I been invited? 
We are inviting 20-25 junior doctors to a ten-minute interview. 
 
Do I have to take part? 
It is up to you to decide whether or not to take part.  If you do decide to take 
part you will be given this information sheet to keep and asked to read and 
sign a consent form.  One copy of the consent form will also be given to you to 
keep. If you decide to take part you are still free to withdraw at any time and 
without giving reason. This would not affect your legal rights. 
 
What will happen to me if I take part? 
The interview will last approximately ten minutes and will take place in a quiet 
empty room on the hospital site. The interview will explore your views on your 
future career direction. The interviews will be recorded with your permission and 
will be written up as an anonymous transcript. All data will be confidential and 
any names will be changed in any reports. Participation is entirely voluntary and 
you may withdraw from the study at any time. You may also refuse to answer 
any questions you find uncomfortable and terminate the interview at any time. 
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Expenses and payments 
You will not be paid to participate in the research. 
 
What are the possible disadvantages and risks of taking part?  
You will be asked to give up approximately ten minutes of your time to conduct 
the interview and this may be an inconvenience.  
 
What are the possible benefits of taking part? 
We cannot promise the study will help you but the information we get from 
this study will help guide and inform researchers in the healthcare field. 
 
What if there is a problem? 
If you have a concern about any aspect of this study, please contact Rajvinder 
Samra who will address any concerns that you have (the contact details are 
included at the end of the information sheet).   
 
Will my taking part in the study be kept confidential? 
All data will be kept confidential. Data will be stored in a locked cabinet on 
secure premises at the University of Nottingham. Any electronic data will be 
password-protected and stored securely on the university network storage 
server. Only members of the research team will have access to the data. No 
one from your employing organisation will have access to the data. Any 
personal comments from the interviews that are used in project reports, 
academic papers or feedback will be quoted anonymously and anything that 
might identify you will be removed. The interview recordings will be destroyed 
at the end of the research. No identifiable information will be stored on the 
interview transcripts.  
 
tŚĂƚǁŝůůŚĂƉƉĞŶŝĨ/ĚŽŶ ?ƚǁĂŶƚƚŽĐĂƌƌǇŽŶǁŝƚŚƚŚĞƐƚƵĚǇ ? 
Your participation is entirely voluntary and you are free to withdraw at any 
time, without giving any reason, and without your legal rights being affected. If 
you do withdraw, your data cannot be erased but will not be used in the final 
project analyses. 
 
What will happen to the results of the research study? 
The study results will form part of a PhD thesis. The study may also be 
submitted to an academic journal. No individuals will be identified in any of the 
results and written reports.  
 
What if I want to complain about the way the study is conducted?  
If you have any complaints about the study or if you have had some adverse 
event as a result of the study, please contact the research team first so that we 
can try to resolve the problem (the contact details are included at the end of 
this information sheet). If you are still not satisfied you can contact Professor  
 
Participant information sheet 
Version 1.0. [14/11/2012] 
 381 APPENDIX 7 
 
Kevin Browne, Head of Institute of Work, Health & Organisations, International 
House, Jubilee Campus, Nottingham, NG8 1BB  (email 
kevin.browne@nottingham.ac.uk). Every NHS organisation has a complaints 
procedure which is available to you; details are available from the hospital or 
ŽŶƚŚĞdƌƵƐƚƐ ?ǁĞďƐŝƚĞ ?
 
Who is organising and funding the research? 
This research is being organised by the University of Nottingham and is being 
funded by the Economic and Social Research Council. 
 
Who has reviewed the study? 
All research in the NHS is looked at by independent group of people, called a 
Research Ethics Committee, to protect your interests. This study has been 
reviewed by the Nottingham Research Ethics Committee. 
 
What if I have other questions before agreeing to take part?  
If you have any questions about the study before agreeing to take part you can 
email the researcher Rajvinder at Lwxrs5@nottingham.ac.uk and she will 
answer your questions. 
 
Further information and contact details: 
Rajvinder Samra, Institute of Work, Health & Organisations,  
The University of Nottingham, International House, Jubilee Campus, Wollaton 
Road, Nottingham, NG8 1BB 
Email@ Lwxrs5@nottingham.ac.uk  Tel: 0115 846 6929  
 
Academic Supervisors: 
Professor Amanda Griffiths (E-mail: amanda.griffiths@nottingham.ac.uk) 
Professor Tom Cox (E-mail: tom.cox@nottingham.ac.uk) 
 
Thank you for taking the time to read this information sheet 
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                                  [TRUST LOGO] 
 
Consent Form 
 
Title of Study: Medical career intentions and attitudes  
REC ref: 10/H0408/114    
Researchers: Rajvinder Samra, Professor Amanda Griffiths, Professor Tom Cox, 
Dr. Simon Conroy  
 
 
 
1. I confirm that I have read and understand the information sheet [version 
number 1.0, dated 14/11/2012] for the above study and have had the 
opportunity to ask questions. 
 
2. I understand that my participation is voluntary and that I am free to 
withdraw at any time, without giving any reason, and without my legal 
rights being affected. I understand that should I withdraw, the information 
collected cannot be erased but will not be used in the final project analyses. 
 
3. I understand that the data collected in the study may be looked at by 
authorised individuals from the University of Nottingham, the research 
group, and regulatory authorities where it is relevant to my taking part in 
this study. I give permission for these individuals to have access to these 
records and to collect, store, analyse and publish information obtained 
from my participation in this study. I understand that my personal details 
will be kept confidential. 
 
4.  I understand that the interview will be recorded and that anonymous direct 
quotes from the interview may be used in the study reports. 
 
5.  I agree to take part in the above study.    
  
 
 
___________________  ____________       __________________ 
Participant signature      Date    Participant name  
 
___________________  ____________       __________________ 
Signature of person  Date          Name of person taking  
taking consent     consent 
 
 
 
When completed: 1 copy for participant, 1 (original) for research team 
Participant consent form 
Version 1.0 [14/11/2012] 
Please initial each box 
 
